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ORALIUM is the inexpensive band material. We 
_ a — oe take a large half inch thick bar of the very light 
i a CENTRE weight Oralium casting gold and weld a sheet of “* 
at “PURE PLATINUM pure platinum on both sides of this, then roll it 
ondieiainsmnmeteh Me out into all required gauges and widths of strips 
. and ready made bands as illustrated. j 
, ong We The three sheets of metal welded together have 
extreme toughness and non-tearing qualities with 
rye 4 i » the proper malleability. If you grind through the 
J 


FAST BECOMING STANDARD 


FOR ECONOMY BANDS 


pure platinum surface you expose only a very 

good precious metal alloy. 

Ten per cent iridium-platinum has always been 

. the recognized standard of band materials but 

' because of its high cost and the scarcity of iridium 
we are advocating our 
PLATINALOY, the 100% gold and platinum 
metals band material which has all the qualifica- 
tions of 10% iridium-platinum; 
CONTURO, which is a little cheaper but popular 
with some because of its extreme toughness and 

* the ease with which it can be unsoldered. Sold in 


strip form only. ; 
LOOP MOLAR BANDS We believe it is to our best mutual interests to 


suppiy your needs through your local! dealers if 
you care to send us his name with your order. 
| 


PLATINALOY OR ORA M— 48 SIZES—NOS. JOHNSON ORALIUM LOOP BANDS— 
1 TO 12 EXTREME TAPER. 13 TO 24. SLIGHT 4 SIZES ALL YOU NEED. ORDERS 
TAPER AND 25 TO 48 STRAIGHT, FOR 100 IN CLOTH COVERED SOx. 


BAKER & CO..ING. 

WASHINGTON ST. 760 MA 
SAN FRANCISCO 
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ABLE TO “TAKE IT” 


It will probably surprise nobody at all to learn 
that we are not talking about wrestlers. Frank- 
ly we are more interested in tooth holds than 
in toe holds—and nothing holds things in teeth 
better than S-C Cement. Furthermore, S-C can 
take more punishment than the toughest grunt- 
and-groaner who ever got tossed into the cash 
customers’ laps. 


For proof, try S-C Cement at our expense. A 
note on your professional letterhead will bring 
you a FREE SAMPLE. 


S-C CEMENT 


COMPANY 


Manufacturers of Dental Supplies 
4058 HAVERFORD AVENUE. PHILADELPHIA 4. PA. 


Cuban Association 


Oo 


Orthodontists 


R. JOSEPH E. JOHNSON 

assisted by Drs. G. B. Crozat 
and C. K. Madden from February 
14 to 19, 1949, will conduct a 
course on the ‘‘Twin Areh Mech- 
anism’’ at the School of Odontol- 
ogy, Department of Orthodonties, 
University of Habana, Cuba, un- 
der the auspices of the Asociacién 
de Ortodoneistas de Cuba (Cuban 
Association of Orthodontists), for 
the convenience of qualified ortho- 
dontists in Central and South 
America, and the West Indies. 
Applicants from Latin America 
and the West Indies will have 
first consideration, but any quali- 
fied orthodontist belonging to the 
American Association of Ortho- 
dontists would be welcomed too. 
Kor application and information 
contact Dra. M. Amézaga Forns, 
Secretary-Treasurer, Asociacion de 
Ortodoncistas de Cuba, Calle Vir- 
tudes 618, Habana, Cuba. 


ORTHODONTIST veteran, university 
work in orthodontics, ambitious, seeks 
association with another orthodontist in 
New York, either part or full time. Ad- 
dress: American Journai of Orthodontics, 
Box NL, 3207 Washington Blvd., St. Louis 
3, Mo. 
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é --- THAT YOU HAVE BEEN ASKING FOR 


@ A completely new Edgewise Bracket is brought 
to you through the combined efforts of many 
orthodontists and through many months of devel- 
opment and festing. In addition to the cus- 
tomary dimensions and characteristics, the new 
edgewise bracket incorporates the following 
advantageous features: 


Optional opening for tying. 


Consistent precision tolerances. 
_ Gross $20.00 
Greater strength with reduction of bulk. 


Mounting flanges curved for easier 
mounting and increased for stability. 


Smooth, rounded edges on all surfaces. 


Neat appearance. 


This new Edgewise Buccal Tube is the latest im- 
provement in security anchorage. The floor of 
the tube is raised to assure accurate control and 
permit the use of moving mechanisms without 
binding. Truly an advancement which offers 
the following features: 


\~ Single thickness spotwelding surfaces 
assure secure anchorage. 


\~ Base is curved to allow more contact- Gross $27.50 
ing surface for simplified placement 
and spotwelding. 


~~ Increased length of tube offers more 


arch control. @ Write today for your copy of our 


latest catalog! 
@ Samples gladly sent on request! 


coR TION 


697 NORTH LAKE AVENUE... . PASADENA 6, CALIFORNIA 
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AN INTRODUCTION 
TO THE 


History Dentistry 


BERNHARD WOLF WEINBERGER, D.D.S., Consulting Librarian in Dental Litera- 
ture at the New York Academy of Medicine Member American Association 
of the History of Medicine and New York Society for Medical History. 


Vol. I 514 Pages 
494 Pages 


Vol. II 


177 Illustrations 
136 Illustrations 


PRICE: $20.00 


History, like drama and the novel, has grown out 
of the everlasting popular art of story-telling. 
The selection, arrangement and presentation of 
facts is a technique that is only mastered by 
creative writers—so that a good historian is an 
artist in every sense of creation and fidelity to 
reality that the work implies. 


Into this new two-volume HISTORY OF 
DENTISTRY, Dr. Weinberger has woven the 
fascination of a story—an account of the skills 
and the art of those personalities closely tied in 
with the events as they became part of the 
records. His work is a portrayal of the many 


USE COUPON TO ORDER 


| The C. V. Mosby Co. MJ-48 
3207 Washington Blvd., St. Louis 3, Mo. 

| Please send me [1] Weinberger’s HISTORY of 
} DENTISTRY .. . In Two Volumes . . . $20.00 
[] Covington’s THE EFFICIENT DENTAL 
| ASSISTANT $3.50 

[) Enclosed is my check. [(] Charge my account 
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steps in the origin, evolution and growth of our 
knowledge of dentistry from the time of Pre- 
historic Man to the nineteenth century. 


Both volumes are profusely illustrated—many of 
the illustrations being rare and precious prints 
which the author has collected during his many 
years of interest in and devotion to the cultural 
and literary aspects of his profession. 


For the first time, the cultural and documental 
values of the dental profession have been 
compiled in this beautifully written set. Make 
it a part of your library today! 


Train Your Dental Assistant 
the Easy Way! 


With a copy of the New Second 
Edition of 


THE EFFICIENT DENTAL ASSISTANT 
By Ethel Covington 


285 Pages PRICE, $3.50 
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Partial Successes ? 
No! Complete Failures !!!! 


Yes — failures — ail twenty of them. Cases that didn’t 
work and had to be junked. The picture does not 
show the disappointed dentists, the uncomfortable and 
dissatisfied patients, and the enormous waste of time 
on everybody’s part. 


In this group of appliances there is every commonly 
used prosthetic material — gold, chrome base, acrylics 
and other resins, vulcanite. Failure played no favor- 
ites, — treated all materials impartially. 


Behind this dentistry that failed lies inadequate case 
analysis, faulty case and clasp design and, in some 
cases, unsatisfactory processing technic. When the 
restoration was completed it either didn’t fit and 
wouldn’t stay in the mouth, or was so uncomfortable 
when wedged into place on the abutment teeth that the 
patient couldn’t tolerate it. 


The Ney Surveyor System can help reduce this kind of 
unhappy experience for dentist and patient because 
it provides a definite plan for case analysis and clasp 
and case design. Does your laboratory use it? The 
technic as contained in our SURVEYOR BOOK and 
PARTIAL DENTURE BOOK is available without 
charge to everyone interested, as part of Ney Tech- 
nical Service. 


~THE J. M. NEY COMPANY HartForD 1, CONN. 
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QUESTION. WHICH TAKES LONGER: 
(A) PREPARING AND FITTING ONE HANDMADE 
BAND, OR (B) FITTING FOUR READY-MADE BANDS? 


ANS WER. 
B=A. EITHER OPERATION TAKES PRAC. 
TICALLY THE SAME AMOUNT OF TIME 


Impossible, you say? We invite you to try Tru-Form ready-made Molar 
Bands and see for yourself how they speed up your band work. You not 
only save time—you do a better job, too, for Tru-Form Molar Bands, in 
chrome alloy: 


(1) Are designed to anatomically conform to the tooth; 

(2) Provide a comfortable fit because they are seamless; 

(3) Have a machine beveled occlusal to increase edge strength; 
(4) Are electrolytically passivated; 

(5) Are hand spun, hand polished; 

(6) Have a velvet inside surface to insure the cement grip. 


4 bands fitted in the time of 1 means a lot of precious time saved. Bands 
fitted better means personal satisfaction. Your mail order will be promptly 
handled. 


Tru-Form Seamless Anchor Bands, 12 sizes each, Mandibular, Maxil- 
lary, per dozen 


Tru-Form Seamless Anterior Bands, narrow or wide, in 14 graduated 
sizes, per dozen 


ROCKY MOUNTAIN METAL PRODUCTS ana 


a 1450 Galapago Street * Box 1887 © Denver 1, Colorado 
Pecitic Coast Distributor: KARL A. KREIS, Flood Building, San Francisco 
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SERIAL STUDY OF OCCLUSION (BIRTH TO TEN YEARS OF AGE) 


J. H. Stuuman, M.A., D.D.S.* New York, N. Y. 2 

HE purpose of this paper is to present a serial study of occlusion and some iy 
suggestions on preventive orthodontics. The material is drawn from serial j 
casts of over fifty children whose occlusion I have recorded continuously from % 


birth; some of them are now in their eleventh year. This is the first time that 
such a serial presentation has been made. 

In order to have a better understanding of occlusion, which is basie for 
dentistry, it is necessary to make records of the occlusion in all phases of dental 
development. This ontogenetic development should include the predental phase, 
changes of dental arch relationship, changes of anatomy, changes of morphol- 
ogy, and changes of occlusion. Some of these phases will be discussed here. 
This dynamic process of growing up should be a part of dental education, so 
that a more mature coneept of prevention may find its way into dental practice. 

Occlusion cannot be taken for granted, for if we observe more carefully 
we will find many occlusal defects even in supposedly ‘‘good’’ ocelusion. Some 
of these defects may mean little in the life cycle ef occlusion, while others may 
affect the occlusion so as to require treatment. Much could be done in preven- 
tive orthodontics if we were trained to recognize the onset of the subtle de- 
partures from a ‘‘good”’ oeelvsion, and applied simple measures to prevent their 
disturbing influence during the developmental stages. 

Before presenting the serial reeords from birth of children who have re- 
ceived no appliance therapy, I would like to describe a few reference points of 
the gum pads at birth which can be traced to maturity. The anatomic land- 
marks of the maxillary and mandibular gum pads at birth are shown in Fig. 1. 
The gum pads are clearly segmented, and the segments correspond in number 
to the underlying deciduous tooth sacs. The sulci between them, with the ex- 
ception of the posterolateral sulci, mark the position of the interdental papillae. 


*Associate Visiting Dentist, Bellevue Hospital. 
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The posterolateral sulci are the dividing lines between the true and false gum 
pads. All teeth (decidous and permanent) usually erupt anterior to this line. 
The lateral sulci, which become the posterior dental papillae of the canines 
(deciduous and permanent) can be traced from birth to maturity, and there- 
fore serve as anatomic landmarks for evaluating the anteroposterior relationship 
of the dental arches. a 

I will now present five children in order to illustrate general principles. 
Roger and Carol have received adequate dental care, while Ann, Marie, and 
Patrick have not. 


Lateral Sulcus 


j 


Posterolateral Sulcus 


Fig. 1.—Casts at birth; occlusal and side view. Letters a, b, c, d, and e designate the 
location of the deciduous tooth sacs; D.G., dental grooves; G.G., gingival grooves. Lateral 
sulci serve .as landmarks for evaluating the anteroposterior relationship of the dental arches. 
Posterolateral sulci are the dividing lines between the true and false gum pads. 


Roger presents a ‘‘good’’ development throughout his series. Although his 
occlusion is one of the best of the children who are being studied, yet certain 
subtle defects appear which might pass unnoticed. Here is Roger’s occlusal his- 
tory. At 3 days (Fig. 2) there is no occlusion between the gum pads, and the 
mandibular gum pads are posterior, as evaluated by the lateral sulci (white 
lines). At 4 months, the lower first incisors have erupted. Note the change in 
the anteroposterior relationship. 

Prior to and during the eruption of the incisors, the child can make oceclu- 
sal contact between the anterior gum pads by bringing the mandible into a pro- 
trusive position. This is the first time occlusion occurs. However, in order 
to bring sufficient pressure on the tissue overlying the erupting tooth, he must 
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interpose his fingers or objects because of insufficient vertical alveolar 
growth at this time. A child may ofttimes be seen with his finger in his mouth, 
and drooling profusely. This must not be confused with finger-sucking. At 
this stage, an intelligent parent should provide an appropriate rubber object 
as a substitute for the finger before the teeth erupt. This may prevent a poten- 
tial sucking habit from starting. 

At 13 months all incisors have erupted, and the mandibular gum pads have 
progressed to a more anterior position. There still exists a marked horizontal 
and vertical overbite which is normal for this phase of development. Prior 
to 1 year, 6 months, when the first molars are preparing to erupt, the child may 
be seen exercising the lateral movements of the mandible and bringing the pos- 
terior gum pads into contact. The child once more has the urge to bite, and 
drools profusely. Again a rubber object to gnaw on is very useful. 


Fig. 2.—Roger'’s casts; left side view, 
posterior relationship of the dental arches. White solid lines designate the maxillary lateral 
sulci; dotted lines designate the mandibular lateral sulci. 


Now I shall add a few additional remarks regarding the problem of teeth- 
ing. If growth and development are appropriately synchronized and _har- 
monious, all teeth will erupt anterior to the posterolateral sulci, and the child 
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will experience little difficulty in teething because of the loose connective tissue 
in this region. However, teething difficulties will be experienced when a tooth 
erupts posterior to the posterolateral sulci, because of the dense connective tis- 
sue present. 

With the eruption of the first deciduous molars, the relative anteroposterior 
relationship is definitely established, and the dental arches assume a relatively 
adult position. The horizontal overbite is reduced, while the vertical overbite 
is still pronounced. By the continuing eruption of the molars, plus the in- 
creased posterior alveolar growth, the vertical overbite aiso is reduced. From 
3 years, 6 months to 7 years, there is relatively little change in the occlusion. 
At 7 years, 9 months, there is a slight buccal displacement of the maxillary 
left permanent molar, which may have a disturbing influence on the occlusion. 
At 8 years, 9 months, the first incisor is slightly rotated, while the molar is still 
displaced buceally. At 9 years, 6 months, the condition is unchanged. By testing 
the occlusion in all movements of the mandible, the displacing forces can be 
recognized and removed by grinding. At 10 years, 5 months, the occlusion is 
maintained without further disturbance. The question now arises as to whether 
the variation of the maxillary first molar is transitory, or whether it will remain 
a permanent defect. In any event, the occlusal disturbance present was cor- 
rected, and I believe this is preventive orthodonties. 

Carol is another example of an occlusal defect that might pass unnoticed. 
Although it may appear to be minor, nevertheless it has the potentiality of 
altering a ‘‘good’’ occlusion into a Class II (Angle). This is her occlusal his- 
tory. At 6 days (Fig. 3) Carol has the usual space between her gum pads, and 
a posterior relationship of 4 mm. as measured by the horizontal distance between 
the lateral sulci in the maxilla and the mandible. This is a normal relationship 
at birth. At 10 months, the anteroposterior relationship has changed so that 
the lateral sulci of both jaws are now in the same vertical plane. In other 
words, there has been a 4 mm. greater translation in the mandibular arch. 
At 1 year, 2 months, the deciduous first molars have erupted, and have assumed 
an edge-to-edge relationship. Because the maternal family history presents a 
Class II tendency in many of its members, this condition must be considered as 
a possible defect that may persist. At 2 years, 8 months, the slight posterior 
tendency is still present and the vertical overbite is slightly exaggerated. At 
6 years, 11 months, the permanent first molars have erupted, and the posterior 
occlusion maintained. At 8 years there is again a definite edge-to-edge relation- 
ship which has been clinically present since she was 10 months old. This was 
corrected by spot grinding the buccal cusps of the maxillary teeth and the lingual 
cusps of the mandibular teeth, permitting the mandible to assume a more an- 
terior position. Carol’s casts at 11 years show an improved occlusion, and it is 
hoped that this new bite of convenience will proved to be permanent. I believe 
a good service was rendered to the patient in preventive orthodontics. 

Roger and Carol have received adequate dental care; the next three chil- 
dren have not. 

Ann (Fig. 4, A and B) comes from a family in which the parents and six 
siblings all have potentialities for the development of ‘‘good’’ occlusion. At 
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7 days, Ann presents a posterior relationship of the mandibular gum pads. At 
1 year, 10 months, the deciduous dentition is completed with excellent occlusion, 
which is maintained until 4 years, and 5 months. At 5 years, 8 months, both 


mandibular ‘‘d’s’’ (small letter designating the deciduous teeth) are carious to 


Fig. 3.—Carol’s casts; left side view. Note the posterior tendency at 1 year, and 2 
months, and at 8 years. Spot grinding was done, and the improved occlugion is shown by casts 
at 1l years. 


the gum line. At 6 years, 2 months, both these teeth are lost with no appre- 
ciable change in the excellent occlusion. At 8 years, 2 months, the first pre- 
molars have erupted prematurely and are in a rotated position. These rotations 
have taken place in many of my series under similar conditions. I do not 
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Fig. 4.—A and B, right and left side of casts of Ann. Although the occlusion is impaired 
due to dental neglect, there is relatively no clinical change in the anteroposterior relationship 
of the dental arches. 
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mean to generalize that all teeth that are rotated are due to premature loss of 
deciduous teeth. However, several of my series seem to indicate that when a 
deciduous tooth is prematurely lost (Fig. 5, A, B, and C) and the space thereby 
created has not closed up to the width of the successor, rotation occurs. At 9 
years, 2 months, the mandibular second premolar, which erupted prematurely, 
is rotated. The maxillary right permanent molar has dropped below its occlusal 
plane and has changed its axial position because of the loss of the mandibular 
antagonist. At 10 years, 1 month, all mandibular premolars have erupted, and 
their rotations maintained. Because of the rotations, and also the congenital 
absence of the maxillary lateral incisors, many occlusal defects are present. 
However, what is most important is that no clinical change is noted (Fig. 4, A 
and B) in the anteroposterior relationship of the dental arches. 


Fig. 5.—Occlusal view of casts. A, Ann: B, Marie; C, Patrick. Note the rotations of 
permanent teeth following premature loss of deciduous teeth. When the spaces thereby cre- 
ated have not closed up to the widths of their permanent successors, rotations occur. 


Marie is another child (Fig. 6, A and B) of great interest. At 3 days she 
has a posterior relationship of the mandibular gum pads of 5mm. There is a 
conical tubercle below the maxillary incisal frenum. At 1 year all maxillary 
incisors have erupted, with a marked space and a cleft between the first in- 
cisors. The horizontal overbite, although pronounced, is normal for this stage 


of development. At 1 year, 8 months, all first molars are present, and the 
adult position. How- 


anteroposterior relationship has developed to its relatively 
ever, there is a marked horizontal overbite, which is considerably reduced 4 
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Fig. 4.—A and B, right and left side of casts of Ann. Although the occlusion is impaired 
due to dental neglect, there is relatively no clinical change in the anteroposterior relationship 
of the dental arches. 
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mean to generalize that all teeth that are rotated are due to premature loss of 
deciduous teeth. However, several of my series seem to indicate that when a 
deciduous tooth is prematurely lost (Fig. 5, A, B, and C) and the space thereby 
created has not closed up to the width of the successor, rotation occurs. At 9 
years, 2 months, the mandibular second premolar, which erupted prematurely, 
is rotated. The maxillary right permanent molar has dropped below its occlusal 
plane and has changed its axial position because of the loss of the mandibular 
antagonist. At 10 years, 1 month, all mandibular premolars have erupted, and 
their rotations maintained. Because of the rotations, and also the congenital 
absence of the maxillary lateral incisors, many occlusal defects are present. 
However, what is most important is that no clinical change is noted (Fig. 4, A 
and B) in the anteroposterior relationship of the dental arches. 


Fig. 5.—Occlusal view of casts. A, Ann: B, Marie; C, Patrick. Note the rotations of 
permanent teeth following premature loss of deciduous teeth. When the spaces thereby cre- 
ated have not closed up to the widths of their permanent successors, rotations occur. 


Marie is another child (Fig. 6, A and B) of great interest. At 3 days she 
has a posterior relationship of the mandibular gum pads of 5 mm. There is a 
conical tubercle below the maxillary incisal frenum. At 1 year all maxillary 
incisors have erupted, with a marked space and a cleft between the first in- 
cisors. The horizontal overbite, although pronounced, is normal for this stage 
of development. At 1 year, 8 months, all first molars are present, and the 
anteroposterior relationship has developed to its relatively adult position. How- 
ever, there is a marked horizontal overbite, which is considerably reduced 4 
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1 year, 8 months, and 2 years. Note closure of space, particularly the mandibular “‘e. 
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6 yre. 7 moe. 


Fig. 6.—A, Marie’s casts, right side view. Note the decrease in horizontal overbite between 


B, Marie’s casts, front view. Note conical tubercle at 3 days. Also note the cleft and 


Space between the deciduous incisors, and its absence with the change of dentition. 
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months later. At 3 years, 8 months, the occlusion and the bite are excellent. 
The diasthema and the cleft between the first incisors are still present. At 
5 years, and 3 months, relatively little change in the occlusion is noted. 

At 6 years, 7 months, dental decay has caused the destruction of five teeth. 
The mandibular right ‘‘e’’ has been lost, while the mandibular left ‘‘d’’ and ‘‘e’’ 
and the maxillary right ‘‘d’’ and ‘‘e’’ are badly carious. The whole occlusion 
has been impaired, so that the child now has a dual bite. The result of this 
dental neglect is evident, but the question is, ‘‘ Will it be permanent?’’ At 7 
years, 8 months, the mandibular left ‘‘d’’ and ‘‘e’’ and the maxillary right ‘*d”’ 
have been lost. Both lower permanent molars, particularly the right, have tilted 
forward and are slightly rotated. The cleft between the maxillary first incisor 
is still present, and the diasthema has increased in size to the extent of 6 mm. 
The mandibular permanent molars seem to have drifted farther forward and 
rotated (Fig. 5, B), particularly on the right side. The space occupied by the 
‘*e’’ which had a mesial distal diameter of 9.5 mm. has now been reduced io 
3.5mm. With the eruption of the permanent incisors, the diasthema and cleft, 
which were present in deciduous dentition, are eliminated. The casts at 9 years, 
11 months show occlusion still impaired. 

Finally, I will present Patrick, who comes from a family in which the 
father and mother have poor occlusion, and five siblings whom I have followed 
from birth also exhibit a similar tendency. Patrick at 9 days (Fig. 7, A and B) 
has a posterior relationship of the mandibular gum pads of 5 mm. At 1 year, 
2 months the lateral sulei of both jaws are in the same plane. All maxillary 
incisors have erupted, with the *‘b’s’’ in lingual alignment. At 1 year, 6 
months, the right ‘*b’’ is in lingual occlusion. At 2 years, 1 month, the child 
seems to prefer to bite labially to the right **b,’’ which eauses a posterior rela- 
tionship on the left side. At 2 years, 6 months, the maxillary right ‘‘b’’ is 
definitely in lingual version, and likewise the maxillary right ‘‘d.’’ At 3 years, 
2 months, the occlusion remains relatively unchanged. There is ample room 
in the arch for the incisor, which is in the lingual version, and, if given a 
chance, it will assume its proper position. It must be remembered at this time 
that there is a relatively greater increase in the vertical dimension of the molar 
than there is in that of the incisor. The incisal edges were ground so as to free 
the locked incisor. At 5 vears, 3 months, there is a spontaneous correction of 
this tooth, as well as of the maxillary right first deciduous molar. 

At 6 years, 2 months, dental caries has caused the breaking down of the 
maxillary left ‘‘d,’’ and the mesial marginal ridge of the maxillary right ‘‘e.’’ 
At 7 years, 6 months, this maxillary right ‘‘e’’ is completely broken down to the 
gum line, and the first molar tilts forward. At 8 years, 2 months, the maxillary 
right first molar has encroached farther on the space previously oceupied by 
‘te.’? This change of molar relationship impairs the entire occlusion. At 10 
years, the maxillary right ‘‘d’’ and ‘‘e’’ have been lost, the first premolar is 
shown rotated and has drifted posteriorly. Will the occlusion be permanently 
impaired? It is my belief that the occlusal history answers this question. 

It is hoped that this paper will serve the purpose of giving a better under- 
standing of the development of occlusion, and the importance of dental care for 
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Fig. 7.—A, Patrick’s casts, right side view. Note the spontaneous correction of the decid- 
uous second incisor, and the changed relationship of the permanent teeth. 

B, Patrick’s casts, front view. Note the changes in the occlusion, and the spontaneous 
correction of the deciduous second incisor. 
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all teeth (deciduous and permanent) so as to maintain arch continuity. Ocelu- 
sion and all the anatomic landmarks of the dental arches are constantly chang- 
ing, and periodic observation is necessary in order to understand the individual 
variations of development. Furthermore, observation is important, for it teaches 
one what to do, and also what not to do, in rendering a service in preventive 
orthodonties. 

SUMMARY 

1. Material is drawn from casts of over fifty children, followed continuously 
from birth to 11 years. 

2. The study of occlusion should inelude the predental phase, changes of 
dental arch relationship, changes of anatomy, changes of morphology, and 
changes of occlusion. 

3. The first time occlusion is noted is prior to the eruption of the incisor 
teeth. 

4. Prior to and during eruption of teeth, particularly the first molars, the 
child may be seen with his fingers in his mouth. This should not be confused 
with finger-sucking. 

5. Teething difficulties are experienced when the teeth erupt in the false 
gum pad region instead of the true gum pad region. 

6. At birth the mandibular gum pads are posterior, and progressively 
move forward until the first deciduous molars erupt. At this time the relative 
anteroposterior relationship of the dental arches is established. 

7. Spot grinding can be used as an aid in eliminating some occlusal defects. 

8. In eases where the child has the potentiality of developing ‘‘ good’’ ocelu- 
sion, little change is noted in the anteroposterior relationship of the dental arches 
due to premature loss of deciduous teeth. However, in cases with *‘ poor’’ ocelu- 
sion potentialities, changes are noted. 

9. Dental care of all teeth is important so as to maintain arch continuity. 


Part of data was obtained from the Department of Dentistry, Bellevue Hospital, and 
the Department of Obstetrics and Gynecology and of Pediatrics of New York University 
College of Medicine. 


The author wishes to thank Dr. W. Rosenbaum, Dr. L. E. Holt, and Dr. W. E. Studdi- 
ford in whose departments at Bellevue Hospital part of this study was made, Dr. Harry 
Bakwin for his counsel, and finally the families who cooperated in this study. 


REFERENCES 


Orban, B.: Oral Histology and Embryology, St. Louis, 1944, The C. V. Mosby Company. 

Munblatt, M. A.: Personal discussion. 

Sillman, J. H.: Relationship of Maxillary and Mandibular Gum Pads in the Newborn Infant, 
AM. J. ORTHODONTICS AND ORAL Sure. 24: 409-424, 1938. 

Sillman, J. H.: Finger Sucking; Serial Dental Study From Birth to Five Years, New York 
State J. Med. 42: 2024-2028, 1942. 

Sillman, J. H.: Changes in the Dental Arches as a Factor in Orthodontic Diagnosis, AM. J. 
ORTHODONTICS AND ORAL SurG, 33: 565-581, 1947. 

Sillman, J. H.: Serial Study of Occlusion; Moving Picture Film, 1947. 

West, C. M.: The Development of the Gums and Their Relationship to the Deciduous Teeth 
in the Human Foetus; Contributions to Embryology, No. 79, Publication 361, 
Carnegie Institution of Washington, pp. 23-45, 1925. 


667 MADISON AVENUE. 


— 
a 
q 
st. 


A NEW AND EASY WAY OF TAKING PROFILE PHOTOGRAPHS 


Currrorp L. Wurman, D.D.S.,* Hackensack, N. J. 


HOTOGRAPHY as a recording and diagnostic aid can be of inestimable 

value as an adjunct in any orthodontic practice, if it is properly done. In 
many practices, photography is either poorly done or not done at all. It is 
usually neglected because it is too much work. The consistently poor results 
which I obtained and the time it took to obtain them inspired me to investigate 
ways and means of producing clinical photographs with consistently good results. 
So many of my photographs appeared flat due to improper lighting, and many 
of them were fuzzy due to improper allowance for the depth of field of the lens, 
being used. Also, in spite of much care, many of the attempts at profile photog- 
raphy resulted in pictures that were improperly aligned. The poor photo- 
graphic registration of good orthodontic results was, to say the least, very dis- 
heartening. It is my purpose in writing this paper to present a technique which 
will eliminate many of the time-consuming problems which were previously 
associated with orthodontic photography. There are several advantages to this 
method, and some of them follow. 

First, it requires a minimum of space, as the subject is aligned by using a 
beam of light rather than a cumbersome piece of mechanism. Second, it is quick 
and efficient, and, third, the results may be reproduced with a very high degree 
of accuracy time after time. 

A profile for orthodontic purposes may be defined as a picture taken from 
such a point that the central axis of the lens passes through both orbital points 
of the subject. If it were not for the subject’s nose, this would be a fairly 
simple thing to do, but, obviously, it is impossible to see both of the orbital points 
at one time when viewing the subject from a lateral aspect. To overcome this 
difficulty, we have devised an instrument called a profile relator, or, as we in 
our office call it, a ‘‘profilator’’ for short. This ‘‘profilator’’ (Fig. 1) consists 
of a one-eighth-inch horizontal piece of plastie about seven. inches jong and 
about two and one-half inches wide. One side of this ‘‘profilator’’ is termed 
the orbital line and is nothing more than a straight edge which rests on both 
orbital points with a piece cut out of the center for the nose. The piece that is 
cut out is about two and one-quarter inches wide and one and one-half inches 
deep. On either end of the horizontal piece, at right angles to the orbital line 
and at right angles to the orbital plane is cemented a piece of plastic three- 
quarters of an inch wide and eleven inches long. They are cemented with the 
three-quarter inch dimension in a vertical position at right angles to the horizon- 
tal piece. These lateral pieces are placed three and one-sixteenth of an inch 
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from the center of the horizontal piece, two and one-half inches anterior to 
the orbital line. A hole one-quarter inch in diameter is drilled in each 
lateral piece. The lateral pieces are painted with an opaque paint so that no 
light can be transmitted through either piece. A one-sixteenth-inch sheet of 
brass one inch long and three-quarters of an inch wide is eut. <A hole three- 
sixteenths inch in diameter is drilled in its center. This is later to be placed 
over the hole nearest the camera in a position which we will deseribe later in 
this paper. Four inches back of the orbital plane on eitker lateral piece, a 
small pair of holes are drilled through which an adjustable ribbon is passed. 
This is to support the ‘‘profilator’’ when it is in position on the subject’s head. 


Fig. 1. 


In order to use this ‘* profilator’’ we must first describe the principle upon 
which it works. For example, if a line were drawn through the central axis of 
the lens and continued on so that it passed through two orbital points on the 
subject, any other axis of the lens would then progress at a fixed angle through 
any two points upon this second axis and would bear a fixed relationship to the 
central axis. If the orbital line of the ‘‘profilator’’ were adjusted to the central 
axis of the lens, a beam of light would pass through the two holes in front of 
the orbital plane, if these two holes were in alignment on another divergent axis 
of the lens (Fig. 2). To reverse this process, if a beam of light were passed 
through these two holes so that they could be seen in the ground glass of the 
camera, then the orbital plane would fall upon an axis of the lens which would 
always be at right angles to the film and the subject’s profile, thus assuring a 
true profile. 

The following technique is used for adjusting the ‘‘profilator’’ before it 
ean be used. The ‘‘profilator’’ is placed upon a table and clamped into position.. 
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The camera is then placed at a predetermined distance from the “‘profilator’’ 
from which all future profile pictures will be taken. The camera is then focused 
and adjusted so that the central axis of the lens lies upon the orbital plane of 
the ‘‘profilator.’’ The metal piece which we previously described is placed 
over the hole nearest the camera, and the wall behind the ‘‘profilator’’ is then 
illuminated. The metal piece is then adjusted so that light may be seen through 
the hole when focusing on the ground glass. When light is seen through the 
holes, the metal piece is then cemented into position. 
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DIAGRAE OF PROFILATOR 


| 
! 


Fig. 2. 


It is necessary to digress at this point to diseuss the type of lens to be used 
for this type of photography. In order to obtain the best possible perspective 
of an object, a lens of a long focal length should be used regardless of the size 
of the film used. By a long focal length we mean a lens whose length is at least 
two to three times the length of the diagonal of the film. This is necessary in 
order to get a large image and the best possible perspective without getting too 
close to the subject. If the room space permits, a lens of even greater focal 
length is desirable. It also follows that a slow-speed, sharp-cutting lens is better 
for our purpose than a fast lens because it is necessary to stop the lens down 
anyway in order to obtain a greater depth of field. 

In taking a profile picture, the subject is seated in a chair which has an 
adjustable headrest. The ‘‘profilator’’ is placed upon the subject’s head so 
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that the orbital line of the ‘‘ profilator’’ rests upon the orbital line of the patient 
and the lower border of the lateral arms of the ‘‘profilator’’ pass along the 
superior border of the auditory meatus. The wall behind the patient is il- 
luminated. The camera is placed at the same distance at which the ‘‘pro- 
filator’’ is originally adjusted, and the image is then viewed through the 
ground glass or view finder. The head of the subject is moved very slowly until 
light may be viewed upon the ground glass as it passes through both holes of 
the ‘‘profilator.’’ When light is visible through these holes, the subject is in- 
structed to remain in that position and the ‘‘profilator’’ is removed. The subject 
is illuminated and the picture taken. By adjusting the holes of the ‘‘profilator”’ 
to coincide with a view finder rather than a ground glass focusing back, this 
same setup may be used. 

Pictures taken in this way can well be related to either gnathostatie casts 
or cephalometrie x-rays regardless of the size of the film used. It is only neces- 
sary to know the ratio of the dimensions of the picture of the subject because 
in this setup all pictures are taken at a fixed distance. By multiplying the 
dimensions of the photographs by the ratio, any desired measurements may 
be obtained. 

The Frankfort horizontal plane ean be taken from photographs taken in 
this manner, and the Frankfort horizontal plane may be taken from cephalo- 
metric x-rays and gnathostatie models. With this common base, all three diag- 
nostie aids may be correlated. 

There are many types of cameras on the market today: view cameras, re- 
flex cameras, twin reflex, miniatures, and box cameras. Regardless of the type, 
all cameras are alike fundamentally in that they consist of a light-tight box with 
some method of holding the film in position at one end and a lens and shutter 
at the opposite. A camera for orthodontic use should have a long bellows exten- 
sion so that close-up pictures may be obtained through the lens of a long focal 
length. The camera that has worked out most satisfactorily for me is a view 
eamera which has an adapter back for bantam size film. Black and white or 
color may be used. 

At this point, it is necessary to say something concerning illumination. For 
some unknown reason, most orthodontie photographs are done with flat lighting, 
and if there is any place that we do not want flat lighting, it is in orthodontic 
photography because we want the photograph to reproduce as nearly as possible 
the third-dimensional effect. For example, if we were to photograph a white 
ball in front of a white wall, we could make it appear as a flat disk, a dark disk, 
or a round ball with highlights and shadows. If the light were thrown on the 
ball from the souree which is very close to it, the point nearest the light source 
would be most brightly illuminated and the parts farther away toward the sides 
of the ball would be dark. This is true because light varies inversely as the 
square of the distance. To apply this to orthodontie photography: if a light 
from a single source were placed too close to the subject, the high points, that is 
to say, the nose, chin, cheeks, and forehead would appear white and the other 
parts of the face would be black. This type of lighting is often used in horror 
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pictures in both the movies and magazines (Fig. 3). If a light is placed at a 
great distance from the subject, the skin tones would appear even, and the result- 
ing picture would be flat and lifeless as may be seen in Fig. 4. 


BASIC LIGHT 


Lighting can be best illustrated by lighting a sphere. ‘‘Basie light,’’ so- 
ealled by William Mortensen, an authority on pictorial lighting, is that type 
light which approaches as nearly as possible ideal condition of simple visibility 
which displays the image for its own sake and for its own merits. This light is 
basie in that it forms a fixed point of reference from which all other lights are 
derived and to which they are compared. The quality of basic light resembles 
somewhat the diffused illumination from a north skylight. There is one impor- 
tant difference, however; that is that basic light proceeds from a small point such 
as a bulb, instead of from a wide window. For this reason, basic light gives 
much greater crispness than the old skylight. Basie light is pre-eminently a 
form-revealing light and emphasizes the static and impersonal aspects of the sub- 
ject. Fig. 5 shows this type of lighting. 


Fig. 3. Fig. 4. 
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Contour light is derived from basie light. The change is brought about by 
moving the light closer to the subject. This retains the delicate halftones which 
are present in basic light but gives added stress to the outline. The manner in 
which this altered setup accomplishes this added emphasis to the outline is shown 
in Fig. 6, A and B. The peculiarity of contour light may be summarized as fol- 


lows: 


First, the front unit is between the camera and the subject; and, secondly, 
the background and the subject are equally illuminated. 


—— - SHADOW AREA SEEN AS LINE BY CAMERA 


PRINCIPLE OF CONTOUR LIGHT 


Fig. 6, B. 


There are various other types of lighting such as semisilhouette lighting, 
dynamic lighting, and plastie light. The plastic light is similar to contour light, 
the only change being that the light source is placed at a 45° angle from the cen- 
tral axis of the lens (Fig. 7). This gives us the type of lighting necessary in 
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profile photography. To sum up, there are three types of lighting which are 
useful to the orthodontist: basic lighting for photography for record casts or 
appliances, contour lighting for full-face photography, and plastie lighting for 
profile work. 

The most desirable lighting for orthodontic photography would be known as 
contour lighting. It is the type of lighting in which the light is placed close 
enough to the subject so that the high points are fully illuminated but the 
| shadows are also illuminated and appear luminous in the picture. Again in 
lighting a ball with this type of lighting, the ball would appear in such a way 
that the nearest point would light and there would be a gradual shading to a 
dark gray around its periphery. In the average orthodontic setup, the light 
| would be approximately two and one-fourth feet to three feet from the subject. 


DYNAMIC LIGHT 


In full-face photography, the light should come from a source as near the 
center of the lens as possible. The best possible location for the light source 
would be within the lens itself. However, as this is an impossibility, the next 
best thing would be to place the light above the lens but as near to it as possible. 
Fig. 8 shows the result of this type of illumination. 

In profile photography, the light should be placed at about the same distance 
from the subject but at an angle of about 45° from the central axis of the lens. 
When the lights are placed in this position, it will be found that the eyes and 
anterior part of the face are illuminated. The inferior border of the mandible 
and the posterior border of the ramus cast a shadow which nicely outlines the 
angle of the mandible of the subject in the photograph. This may be seen very 
clearly in Fig. 9. 

All photographs, orthodontic or otherwise, are greatly improved if they 
have an appearance of space around them rather than an appearance of being 
plastered against a background which gives them a static appearance. To pro- 
duce this third-dimensional effect, it is most essential that the background be 
perfectly plain and of a light color. The subject should be seated several feet 
away from the background and the background lighted so that it reflects about 
the same intensity of light as the face does. <A light background is preferable 
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to a dark background which is so often seen in orthodontic photographs. It is 
preferable because it separates the outline of the subject’s face from the area 
behind the subject. Portrait photographers often take advantage of a dark 
background in order to make a stout person look more slender because of the 
fact that the outline of the person blends with the dark background, and, there- 
fore, it is less noticeable. However, that is just what we do not want in ortho- 
donties. 


Fig. 8. 


I would like at this point to call attention to the results of both correct and 
incorrect applications of both light and lens. In Fig. 3 there are three misap- 
plications of photographic principles. First, the lens used was of too short a 
focal length. As a result, it makes the nose appear much larger than the ears. 
This same defect may be noted in Fig. 10, a profile photograph, in which the ear 
appears larger than the nose. 

To return to Fig. 3, there is not enough allowance made for depth of field. 
The cheeks and forelock of hair are in sharp focus, whereas the tip of the nose 
and chin and ears are out of focus. This could have been counteracted by stop- 
ping down the lens more. The incorrect lighting is already mentioned in the 
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previous paragraph. In the profile photograph (Fig. 10), we have an illus- 
tration of a ease in which the light came from the right direction but was too far 
away, giving the picture a flat appearance. Here again the lens was of too short 
a focal length and it made the ear, which was nearer the camera, appear larger 
than the nose. It was improperly focused and gave a good rendition of the ear 
but a fuzzy rendition of the nose. This could have been corrected by stopping 


down the lens more. 


Fig. 11. 


Fig. 12. Fig. 13. 


Fig. 4 is a ease in which the proper lens was used and the proper stop was 
used but the light came from close to the lens and illuminated the ear and cast 


the eye in shadow. 
Fig. 11 is the same picture. The only change that was made was that the 
light was brought to a 45° angle and the subject’s head was tilted a little too 


much. toward the camera. 


Fig. 9. Fig. 10. 
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Fig. 12 shows a good full-face rendition. The nose, forehead, and chin have 
good highlights, the skin texture is good, due allowance has been made for depth 
of field, and if a straight edge were laid across the infraorbital points, it would 
be found to be in line with the superior border of the auditory meatus. 

Fig. 13 is a good profile picture which has followed all the rules of good 
photography and lighting. It will be noted that the depth of field is good and 
that the lighting has come from a 45° angle; it gives us some idea of the angle 
of the jaw; also the skin texture is good. 

Many department store and chain store photographers do very acceptable 
work by having a fixed camera and lighting setup. The person who clicks the 
shutter need know very little about the whys and wherefores of photography. 
If this same idea were applied to orthodontic photography, it would be very pos- 
sible for orthodontists or their assistants to turn out good clinical photographs 
with a minimum of experience and time consumption. 

As I stated in my first paragraph, my own experience in failing to stand- 
ardize photographs and of making poor photographs, even though I was at the 
same time winning prizes for salon photography, led me to seek out a standard 
procedure in orthodontic photography so that any orthodontie office might be 
able to produce consistently good results. 

It is hoped that these humble efforts may be of some value to the profession 
until such time as some better method is devised. 
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CASE REPORT 


§S. D.D.S., San Francisco, Cauir. 


1. Title—J. McC., girl, white, aged 11 years, 9 months. 


2. Diagnosis —There was a degree of micrognathia in the mandible and 
some contraction of both the maxilla and mandible. The upper teeth were 
forward in their relation to the skull. The mandible was in distal occlusion. 
The bite was severely closed. The roentgenographie findings showed the roots 
of the teeth to be of average length and the bone to be of fair calcification. The 
ortho-photos demonstrated the distal ocelusion of the mandible and the lack of 
vertical development of the lower third of the face. The head films taken with 
the cephalometer and the tracings made from the same showed a lack of de- 


velopment throughout the mandible, and the rest position was great enough to 


hope that the bite could be opened and the growth centers in the mandible could 
be encouraged to show growth in the desired directions. 


3. History—Diet is excellent for her father is a physician specializing to 
a certain extent in nutrition and nutritional disorders. Both physical and 
mental development are good. Endocrine condition normal, Mother had all 
of her teeth and few restorations. Father had all his teeth and one filling. 
Slightly closed bite. Past diseases were measles, chicken pox, and the mumps. 
The tonsils and the adenoid tissues had been removed during the fifth year. 


4, Etiology—Thumb-sucking and mouth breathing. 


5. Plan of Treatment.—Treatment objectives : 
1. To open the bite. 
2. To move all of the upper teeth distally. 
3. To correct the irregularities of the upper and lower teeth. 


Mechanics of treatment: Ribbon arch bracket bands were placed on the 
upper and lower cuspids and incisors. Tie bracket bands were placed on the 
lower first and second premolars. Bands were placed on the four first molars. 
A headeap was worn, with hooks to the lower arch wire, attached distally to the 
lower right and left central incisors. The headeap was worn twelve hours a day. 
Class II mechanics were used with stationary anchorage, established in the 
lower jaw by placing cleats on the lower arch wire at the cuspid brackets. 
Spurs were placed on the lower arch wire, mesial to the buccal tubes on the 
lower molar bands. Lingual crown torque was placed in the anterior part of 
the lower arch wire. Curved sheaths were used on the upper molar bands, 
aligned so that they would tip the molars and depress the upper anterior teeth. 
Class II intermaxillary elastics were used with torque and screw force, to move 
the teeth distally. Lingual crown torque was placed in the anterior region of 
the upper arch wire. 

The use of cephalometric tracings made from the cephalometric head films 
in this treatment is very interesting. The accompanying cephalometric appraisal 


This case report was submitted to the American Board of Orthodontics in partial ful- 
fillment of the author’s requirements for certification. 
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of the orthodontic treatment demonstrated the value of the head films and trac- 
ings in the diagnosis and treatment of orthodontic cases. The large freeway 
space shown in the head films allowed very desirable increases in the vertical 
dimension of treatment, The comparison of the measurements of various angles 
and planes demonstrates what has been accomplished in the active period of 
treatment. The drawings by Dr. Wendell Wylie, showing the changes brought 
about by the orthodontic treatment, when compared to the original tracings and 
to the theoretical drawing, show how the head and face continued to grow with- 
out the interference of orthodontic treatment. 


o 


6. Progress of Case—The patient visited the office for adjustments at two- 
week intervals for twenty-two months including one long summer vacation. 


7. Secondary Treatment (Retention).—Kesling positioner was worn for one 
and one-half years. 


8. Results Achieved.—The results obtained as shown by models, ortho- 
photos, drawings, and tracings from the head films were excellent. Dr. Wendell 
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Wylie completed the cephalometric appraisal, and a copy of his report is shown 
in Chart I. The roentgenographic examination showed the roots and the bone 

tissue in normal condition. The patient did not cooperate well in the wearing ° 
of the positioner so the spaces have been slow in closing. 


UNIVERSITY OF CALIFORNIA 
COLLEGE OF DENTISTRY 
DIVISION OF ORTHODONTICS 


Cephalometric Appraisal of Orthodontic Treatment 


To: Dr. William S. Smith 
Patient: J. McC. Sex: Female 


Presenting with: Class II, Division 1, closed bite. 


Ages 
Dates of examinations: 7-10-44 11-9-18 
11-21-46 14-1-24 


Interval: 


2 years and 4 months 
Treatment consisted of: Ribbon arch with extraoral anchorage and a positioner. 


Dimension Before After Change 
Total face height (centric) 103.0 113.0 + 10 
Lower face height (centric) 56.5 + 5.5 
LFH / TFH x 100 49.5% 56.5% + 7% 
Angle N-S-Gn 64° 66.5° + 2.5° 
Angle N-8-Gn 103.5° 106.0° + 2.5° 
Angle N-S-Gn 78.0° 78.0° 0.0° 
Incisor-mandibular plane Z 106.0° 106.0° 0.0° 
Frankfort-mandibular plane Z 15.0° 17.0° + 2.0 


Relative roles of growth and treatment: See accompanying tracings. Very creditable 
changes were accomplished through treatment as may be seen by facial pattern which would 
have prevailed had treatment not been instituted and the facial pattern of the last examina- 
tion. Treatment was, however, considerably facilitated by growth processes in the period of 
twenty-eight months. These changes affect not only the face but the cranium as well. Cor- 
rection of mesial-distal arch relationship was accomplished by restraining the maxillary teeth 
in their normal downward and forward movement, while other facial parts went downward 
and forward. 

Comment: The occlusal plane was not tipped as it usually is in Class II, Division 1 
treatment. Very desirable increases in vertical dimensions may be expected to hold since 
freeway space was fairly large. 


(Signed) WeNpDELL L. WYLIE. 


Chart I. 


9. Observations and Conclusions.—The diagnosis and the plan of treatment 
were correct as shown by the results. The cephalometric head films and the 
tracings are an excellent aid in this type of case for they indicated a large free- 
way space and with this knowledge we could plan to treat the case to open the 
bite with extreme measures and hope for growth in the desired directions. 

10. Posttreatment Findings.—There are considerable growth and develop- 
ment in lower third of the face partly due to the opening of the bite and 
restoration of normal function. Head films and photc,~ yphs will be taken again 
in a year. 


I would like to express my thanks and appreciation to Drs. Wendell Wylie and 
William Elsasser for their aid in drawing the cephalometric head film tracings and their 
cephalometric appraisal, also to Dr. Frederick Schubert for the taking of the photographs. 
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S. Smirn, D.D.S., San Frawcrsco, Cauir. 


1. Title —R. C., boy, white, aged 11 years. 


2. Diagnosis —aAll of the teeth in the upper jaw are anterior to normal 
positions in the skull, and the mandible is in distal occlusion to the teeth of the 
upper jaw. There is a degree of macrognathia of the upper jaw and a degree 
of micrognathia of the lower jaw. 


3. History.—The patient is large for his age and in good health with the 
exception of frequent head colds. His mother had protruding upper teeth; his 
father is wearing an upper denture and his lower teeth are irregular. No history 
of serious illness; childhood diseases: measles and chicken pox. Gingival tissues 
in good condition. Good diet. Deciduous teeth lost at a normal age. Cavities 
to be filled. Parents’ teeth had many restorations. 


4, Etiology—Finger-sucking and mouth breathing, heredity. 


5. Plan of Treatment.—Treatment objectives: 
1. To open the bite. 
2. To move all of the upper teeth to the distal and lingual. 
3. To shorten the upper anterior teeth. 
4. To place the upper left first premolar in a more normal position. 
5. To correct the irregularities in the lower anterior teeth. 


Mechanics of treatment: Ribbon arch bracket bands were placed on all of 
the upper and lower anterior teeth. Tie bracket bands were placed on the four 
lower premolars, and the upper left first premolar was banded with a ribbon 
arch bracket band. Square precious metal arch wire, 0.022 inch, was used as 
a labial arch wire on the lower teeth. A large ribbon arch with nuts and 
threaded ends was used on the upper teeth. Previous to the placing of the 
arch wires the four permanent first molars were banded and 0.022 inch by 0.022 
inch square buccal tubes were placed on the lower first molars. Curved sheaths 
were soldered on the upper molar bands with considerable angle to bring about 
the tipping of the first molars and the shortening of the upper anterior teeth. 
When the lower anterior rotations had been made, cleats were soldered on the 
lower labial arch wire at the cuspid bracket bands, and spurs were soldered on 
the lower labial arch wire at the mesial of the buccal tubes on the lower first 
molars. Lingual crown torque was placed in the anterior region of the lower 
wire. Hooks were soldered on the upper labial arch wire between the upper 
lateral incisors and the cuspids. Intermaxillary elastics were placed on the 
teeth, and the nuts were tightened at frequent intervals. A headeap was made 
for the patient, hooks were soldered distally to the lower central incisors, and, 
with the use of large retraction hooks, the occipital anchorage appliance was 
used at night. 


This case report was submitted to the American Board of Orthodontics in partial ful- 
fillment of the author’s requirements for certification. 
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6. Progress of Case—The patient was seen at two-week intervals for 
twenty-three months. His cooperation was very good. 

7. Secondary Treatment (Retention ).—Retention with a Kesling positioner 
plus orbicularis oris exercises. 


8. Results Achieved.—The lower third of the face showed a definite vertical 
development. The upper anterior teeth and perhaps the anterior part of the 
maxilla have been placed lingually. The bite has been opened, the upper ante- 
rior teeth depressed. The irregularities of the upper and lower anterior teeth 
have been corrected. Orbicularis oris exercise has helped correct the mouth 


breathing. 

9. Observations and Conclusions.—The diagnosis, plan of treatment, and 
treatment objectives were correct. The final results were gratifying. 

10. Posttreatment Findings.—Roentgenograms and pictures four years after 
completion were taken. 


450 Sutrer STREET. 
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CASE REPORT 


Ropert E. Gayvorp, D.D.S., M.S.D., DaLuas, Texas 


1. Title-—Case 611, white girl, 11 years of age. 


2. Diagnosis.—This case is of a Class II, Division 1, classification, present- 
ing several features that even the first examination made doubtful the prob- 
ability of a favorable prognosis. First, there was a complete cross-bite relation- 
ship wherein all the mandibular teeth were completely lingual in both buceal 
segments. In fact the lingo-ocelusal surfaces of the upper first and second 
molars, both right and left, were even with the gingival margin of the buccal 
surfaces of lower first and second molars, both right and left. Second, both 
dental arches, in my opinion, were forward to basal bone. Third, there was a 
marked Class II molar relationship, and, fourth, the problem of discrepancy in 
arch width (Fig. 1). The one redeeming feature was the parents’ and patient’s 
desire for treatment, affording assurance of good cooperation. 


3. History and General Clinical Picture.—The patient was a girl 11 years 
of age in good health. The prenatal history revealed that the period of gestation 
was entirely normal with an uneventful delivery. She was breast-fed three 
weeks, then placed on bottle. She sucked her thumb from 6 months to 2 years 
of age. Tongue normal in size; however, she thrusts her tongue against the 
upper lingual surface of her teeth during the act of swallowing. Measles and 
chicken pox were her only childhood diseases. Tonsils and adenoids were re- 
moved at 10 years of age. No accidents of any kind. Present state of health 
excellent. Mental development excellent. Posture good. Caries only in oe- 
clusal pits of first and second molars. Parents and sister all have good occlusion 
with very little irregularity manifested. However, paternal grandfather had 
a Class II, Division 1 malocclusion. 


4. Etiology—From a rather exhaustive study of the history I could find 
nothing too significant ; however, there are several factors that I feel are worthy 
of consideration. If I were asked to give an opinion based upon my feelings 
in regard to the case after having completed it, I would lend considerable cre- 
dence to the fact that her tonsils and adenoids were not removed until 10 years 
of age. Her mother stated she had numerous sore throats each year for many 
years, and finally her tonsils were removed upon the recommendation of a new 
pediatrician one year prior to my first examination. It is my feeling that this 
situation, in conjunction with the thumb-sucking, might have accentuated the 
distal positioning of the mandible, since I am reasonably sure the con- 
dition existed in the deciduous dentition even though I cannot prove it since 
no one could be found who had noticed it before she was 1014 years of age. It 


This case report was submitted to the American Board of Orthodontics in partial ful- 
fillment of the author’s requirements for certification. 
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might be that abnormal intrauterine pressure initiated the situation and the 
other forces contributed to its continuance until the mandible was locked by 
the occlusion upon the complete eruption of the deciduous dentition. It is not 
too difficult to imagine that these factors could have played a major part in the 
etiology of this case. However, as stated before, I am not sure, and they are 
offered only as an opinion and for your consideration. 


5. Plan of Treatment.—My first objective was to get the teeth into some 
sort of occlusion. The only possible way was to constrict the upper areh and 
expand the lower by uprighting and tipping. Second, position the arches in 
Class I molar relationship. If I could satisfy my ideas of treatment at this 
point I would stop; however, the possibility of extraction was considered from 
the first but was delayed because of a desire on my part not to jump too fast 
and because of the mechanical problems involved. 


6. Progress of Case.—Case started Dee. 12, 1944. Acrylic bite plate placed 
in upper arch to help relieve occlusal interference. Bands with edgewise 
brackets and molar tubes placed on teeth of all buccal segments from second 
molars up to and including euspids. Bands were left off lower and upper in- 
cisors so they could be disturbed as little as possible during the next few months. 
Round steel arch wires, 0.016 inch, were then placed in both upper and lower 
arches. Contraction in upper and expansion in lower. This was increased to 
0.018 inch, then 0.020 inch. No rectangular arches were used during this stage. 
Aerylie bite plate worn until occlusal interference was at a minimum and was 
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trimmed each time to allow space for teeth in buceal segments to tip lingually. 
In conjunction with these mechanics intermaxillary hooks had been soldered on 
lingual surfaces of lower second premolar, first molar, and second molar on both 
sides. No hooks were soldered to upper bands as we utilized spurs soldered to 
the maxillary arch wires. Three elastics, starting with very light and ending 
with quite heavy, were worn on each side to aid the desired movements of the 
bueeal segments. When the occlusal surfaces of the teeth of buccal segments 
came into contact with one another, bands were placed on the anteriors and 
mechanics utilized to correct the arch forms and to get a Class I molar relation- 
ship. Results to this point required seven months of treatment. X-rays at this 
point are shown in Fig. 2, B. 


Fig. 2. 


After talking with the parents, it was deemed desirable and logical to 
reduce the tooth pattern for she was, I can assure you, horribly protrusive. She 
was given a two-month rest period and then the four first premolars were ex- 
tracted. Cuspids were retracted; then the lower incisors were tipped into an 
upright position. Class III mechanies were employed as an adjunct to treat- 
ment here, assisted by a headgear to the maxillary arch. When the lower arch 
was consolidated, I used a headgear to support it while using Class IT elasties. 
When I felt the upper arch was in good relationship, or balance, to cranial 
anatomy, I had her discontinue the headgear to the lower and let the Class II 
elastics continue for the purpose of interdigitation. Six weeks later elastic 
traction was discontinued and arch wires were removed for a period of one 
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month. I do this routinely to see what happens as it guides me in my reten- 
tion planning and determines whether further treatment is deemed necessary. 
She returned in a month, and she looked good with no marked change evident. 


7. Retention—At this point I removed her appliances (Oct. 21, 1946). 
This was twenty-two months after starting. This time included the two months 
rest given her between treatment stages. X-rays are shown in Fig. 2, C. 


Fig. 3. 


Kesling positioner was placed and worn for six weeks or approximately 
four hundred hours. Then this was discarded and upper and lower Hawley 
retainer placed, and she was told to wear it nightly. She did this until May, 
1947. Models and photographs taken January, 1948, show the case eight months 
out of retention (Fig. 1, B). Note the upper left third molar is erupting and 
I have the feeling that all four will erupt normally. However, the case will be 
followed and further records will be secured to substantiate or disprove my 
beliefs. When the patient was seen in June, 1948, both upper third molars have 
erupted and the teeth are continuing to look good. 


8. Results Achieved—No question could be raised as to the improvement 
in function and I do not believe anyone would say that there has not been an 
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improvement in facial esthetics. Full-mouth x-ray shows very little scarring; 
however, as when evaluating any major operation on the body, facts should be 
studied and in so far as possible the operation should not be attempted unless 
advantages outweigh the disadvantages. In this case I feel we have accomplished 
that state of balance (Fig. 3). 


9. Observations and Conclusions.—This case was selected for this presen- 
tation because of its unusualness, certainly not for perfection of results obtained, 
for, as all of you ean see, there are things still to be desired in the end result. 
However, a great deal has been done, and I feel very, very fortunate in that I 
had a wonderful and cooperative patient, for without her help I would have 
certainly floundered. 


HIGHLAND PARK VILLAGE. 
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A SIMPLIFIED PLAN FOR OBTAINING ORTHODONTIC 
PHOTOGRAPHS 


Necer, A.B., D.D.S.,* NEWARK, N. J. 


HE photographie record of the orthodontic patient is today an accepted and 

required adjunct in the practice of orthodontics. By means of scale photo- 
graphs, changes and improvements in the dentition with the associated changes 
in facial contours can be recorded and demonstrated with much accuracy, while 
the patient is undergoing treatment. 

In, 1926 Dr. Paul W. Simon introduced the photostatie picture. He con- 
tributed an excellent method of making measurements on the photograph of the 
patient so that we are able to have an accurate procedure in examining dento- 
facial changes resulting from orthodontic treatment. Skin markings were 
placed on the face of the patient, prior to photographing, in the region of 
familiar cranial landmarks. The orbitale, gonion, the gnathion, and tragion 
were indicated by integument markings and photographed, Later, these points 
served as a means of the placement of the Frankfort horizontal plane, the gonial 
angle, and other valuable measuring lines on the photo. 

Some of the methods described in our orthodontic textbooks*® * * for taking 
the photostatic photo require the use of a rather elaborate setup, with a large 
view camera, and a tripod holding an extension device to maintain the exact 
‘‘patient to camera’’ distance. Many orthodontists do not take these valuable 
photographs because of the difficulties encountered and the great time consumed 
in getting this very exacting photographic setup. To simplify this procedure 
and to make scale photography more accessible to every orthodontist, a new 
method has been devised and is presented in this article. 

FEATURES OF NEW PLAN 

1. The usual maintenance of the patient and camera at an exact and pre- 
determined distance is entirely eliminated. 

2. Equipment can be portable, adjusted, and removed with ease after 
taking photos. 

3. The size of the camera is not important, or the size of the negative. 


4. Each photo can be made to an exact seale. 
5. Printing of the photo from negative is made with an enlarger. 


SKIN MARKINGS AND MEASURING POINTS 


In this plan one is not concerned with setting up the camera at an exact 
and predetermined distance from the subject. Instead, ‘‘measuring points’’ 
are made as follows (for the full-face view): With a black, indelible, water- 
soluble pencil make two cireular dots for the two orbitalia (lower border of 


*Attending orthodontist, Beth Israel Hospital. 
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orbit just below the pupil). These measuring dots should be large and well 
defined. Place the points of your dividers on the inner margin of the circular 
skin markings (Fig. 1). This measurement is determined by placing the 
divider points on a millimeter rule. Record this information in a small note- 
book set aside for photographic purposes. The distance recorded is referred 
to as the ‘‘interorbital distance.’’ 


Fig. 1.—Dividers placed fiat against patient’s face in position for measuring the interorbital 
distance. 


TAKING THE PHOTOGRAPH 


In the next procedure, the camera is set up before the patient. You may 
use any camera from a 35 mm. miniature camera to a 4 inch by 5 inch view 
camera. Cameras with means of examining the image through a ground glass 
are desirable because they insure a sharply focused negative. Be certain your 
camera is not too close to the subject, so that you may get a picture free from 
distortion and with good perspective. Cameras, regardless of size, should have 
a lens of long focal length in order to insure the proper rendition of the subject. 
The patient should be seated in a chair with a headrest so that the head is posi- 
tioned with the Frankfort horizontal plane parallel to the floor. 

Excellent portraits can be obtained with a 35 mm. camera, if a 90 mm. 
lens is used. To quote H. W. Zieler in the Leica Manual’ : ‘‘Some photographers 
are of the erroneous opinion that for portrait photography the miniature camera 
is altogether unusable. This assumption is wrong. In fact, the miniature 
camera can produce portraits with a perspective which is identical] to that which 
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we find in portraits taken with cameras of larger negative size.’’ The point 
here is not necessarily to advocate the use of 35 mm. cameras for photostatic 
photography; but rather to show that any camera equipped with a lens of long 
focal length may be used to produce the desired photostatie phote. 


NEGATIVE PROCESSING AND PRINTING 


After the picture has been taken the negative is processed. Examination 
of the processed negative viewed on an illuminated x-ray box shows two well- 
defined white dots under the eyes. The latter points are very important, as 
shall later be shown, in obtaining the exact photostatie picture. 


Fig. 2.—Method for procuring the photostatic photo where the projected negative image 
is increased or decreased until the pre-set divider points indicate one has arrived at the 
scale size desired. 


The printing of the negative is done by means of a projection printer, or 
an enlarger, as it is more commonly known. Have your dividers, millimeter 
rule, and the photographie data notebook with you before you enter the dark- 
room. Place your negative in the negative carrier of the enlarger. From the 
notebook get the interorbital distance which you had recorded before photo- 
graphing the patient and set your dividers with the aid of your millimeter rule 
to the proper opening. For example, if your interorbital distance measured 
60 mm., you should adjust the divider opening that distance if you wish to 
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reproduce an exact life-size photo. By means of the enlarger adjustment knobs, 
you can easily raise or lower the enlarger head or the lens board, thus increasing 
or decreasing the image size. Place the divider points on the projected image 
until you have adjusted the enlarger, so that the interorbital distance is 60 mm., 
the very same distance which was measured on the patient’s face (Fig, 2). 
Your projected image is now exactly life-size. Be sure that the divider points 
touch the inner periphery of the projected white dots. Then make your print 
in the usual manner by placing the sensitive printing paper on the baseboard 
and exposing it. 


Fig. 3. Fig. 4. 


Fig. 3.—Enlarged from a 3% inch by 4% inch negative. 


Fig. 4.—Enlarged from a 35 mm. negative. Photos are purposely placed side by side to 
show how each one can be made to the exact scale size in spite of the great variation in the 
original negative sizes. 


It is usually not necessary to enlarge the projected image to full life-size. 
One-half life-size, or one-fourth life-size, is all that is required for a photostatic 
photo. Using the negative with a 60 mm. interorbital distance, set your divider 
points 30 mm. and 15 mm. apart in order to give you photographs one-half life- 
size and one-quarter life-size, respectively. 

Figs. 3 and 4 are reproduced to show how it is possible to enlarge photos 
to the exact scale size by following this method, although they vary greatly in 
their original negative size. Fig. 3 is an enlargement from a 314 inch by 4% 
inch negative, whereas Fig. 4 is the same size enlargement made from a small 
35 mm. negative. 
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PROFILE PHOTOS 


Essentially the same plan as described previously is followed for the profile 
photo. The gonion and the tragion are selected as the measuring points, since 
they are approximately in the same plane. Dividers are placed on these points 
at their inner peripheries, and the measurement is made on a millimeter rule 
and recorded in the photographie data book (Fig. 5). For convenience in 
recording the data, this distance is referred to in this paper as the ‘‘tragion- 
gonion’’ distance. The photograph is taken of the subject. The procedure 
from here on follows exactly that which has been described already for getting 
the full-face photostatie photo. 


Fig. 5.—Placement of divider points for making profile photo measurements. Upper. beak 
placed on inner circular marking at tragion point; the lower beak placed on inner rim of 
marking placed for gonion point. 


INTRAORAL PHOTOGRAPHY 


A certain amount of difficulty was encountered in making the selection of 
the two skin measuring points in taking close-up photographs of the teeth, since 
the mouth retractors, when applied, stretched the adjacent tissues. After much 
experimentation, it was observed that the skin in the region of the symphysis 
of the mandible remained relatively immovable when mouth retractors were 
used; therefore, this region is used for the placement of the measuring points. 
Vertically aligned points approximately 12 mm. apart were placed on the skin 
of the chin with the black, indelible pencil. These measuring points are referred 
to as the ‘‘chin points’’ (Figs. 6, 7, and 8). Be sure to check your measure- 
ments with dividers when retractors are stretching the oral tissues to be certain 
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Figs. 6, 7, and 8.—Vertically aligned chin points placed on subject for the various intra- 
oral views. Trimming of the lower part of the photo shoula be done if the black marking dots 
are objectionable. 
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you have the accurate distance between chin points, when photographed. After 
the seale picture has been made you may crop off the chin section containing 
the measuring points, if they prove objectionable. 


ORTHODONTIC CASTS 


Orthodontic casts may be photographed to any“set scale by indicating 
measuring points on the front of the casts. Two black dots are marked on the 
casts, and the dividers are used to measure the distance between the markings 
(Fig. 9). 

The side views of the casts are photographed the same way after the meas- 
uring points have been inscribed with the black, indelible marking pencil on 
the casts and the distance between points measured in millimeters (Fig, 10). 


Fig. 9. Fig. 10. 


Figs. 9 and 10.—Orthodontic casts marked with the black indelible pencil at the meas- 
uring points. Divider points placed for front and side measurements, respectively, prior to 
taking the photograph. 


PHOTOS 


ELIMINATION OF MEASURING POINTS ON 


If the measuring point markings prove objectionable on the finished print, 
these dots may be removed by using F'armer’s Reducer, a mixture of hypo and 
potassium ferricyanide. Lootens® describes the technique of the removal of 
black spots on the print surface in good detail in his famous book on enlarging. 
Some photographers can remove black spots on the print emulsion surface by 
carefully scraping the print with a razor blade. The latter procedure would 
be more effective on a matte surface print than the glossy print. 


BLACK AND WHITE PHOTOSTATIC PHOTOS FROM COLOR TRANSPARENCIES 


Through the medium of this new plan for photographing the patient, 
whereby measuring points are made on the skin and the distances in millimeters 
are recorded prior to taking the photo, Kodachrome or Ansco color transpar- 
encies can now be used to reproduce scale black and white prints. It is now 
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possible to reproduce an exact one-half or one-quarter life-size black and white 
print from a 35 mm. color transparency. The larger-sized color transparencies 
made from roll and sheet film may be used as well. 

In order to obtain an exact photostatie picture in black and white from the 
color transparency, we must make an intermediate negative.’ This is best done 
by placing the color transparency in an enlarger and projecting the image on 
a 2% inch by 314 inch or a 314 inch by 414 inch film pack. The film is processed 
in the usual manner. Once you have your black and white negative you place 
it in an enlarger and repeat the process as has already been described. With 
the aid of measuring points on the negative image it is a simple matter to make 
a photostatie reproduction. 

It is usually the preferable procedure to make black and white prints 
directly from panchromatic or orthochromatie film, where the utmost in tone 
and definition is desired. However, by the simple process of making measuring 
points before taking the photo and recording the distance measured, it is pos- 
sible to get a good photostatic, scale picture when one has limited his photog- 
raphy to the taking of color transparencies. This, of course, is a big help 
when black and white prints are required for presentation for publication in 
dental journals. 


CONCLUSION 


Photos taken for the purpose of recording orthodontic progress must main- 
tain an exact seale relationship in order to have value for the orthodontist. 
Heretofore, many of the accepted methods have been complicated and time-con- 
suming. The plan submitted in this article is designed to simplify procedures 
and to encourage the use of the photographic medium in more orthodontie prac- 
tices. This plan can be applied to all phases of orthodontic photography, where 
exact scale photos are required. The plan is essentially as follows: 


1. Two points are marked on the object or person to be photographed. 

2. A measurement is made of the distance between the points and is re- 
corded for future reference. 

3. The photograph is taken with any size camera, provided the lens is of 
the proper focal length for good subject rendition. 

4. The negative is processed and is placed in the enlarger, where the two 
markings and their recorded measuring point distance assist one in printing 
the photograph to any scale desired. 
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THE ANGULATOR—AN INSTRUMENT FOR MEASURING THE 
FRANKFORT-MANDIBULAR PLANE ANGLE 


Maurice J. Savirz, D.D.S., Boston, Mass. 


HE angulator is a simple device for measuring, directly on the head of the 
patient, the Frankfort-mandibular plane angle for orthodontic diagnosis. 
It gives the measurements immediately—they can be read on the protractor 
which is part of the instrument. It will also give the distance from the tragion 
to the point where the Frankfort and mandibular planes intercept each other 
somewhere behind the head. Dr. Tweed was the first to deseribe the importance 
of this angle in orthodontics. 

The Frankfort-mandibular plane angle is somewhere in back of the head, 
formed by the intersection of the Frankfort plane which is aligned from the 
orbitale to the tragion with a plane tangent to the lower border of the body of 
the mandible. 


INSTRUCTIONS FOR THE USE OF THE ANGULATOR 


Place the patient upright in the chair. Put the short arm of the angulator 
under the lower border of the body of the mandible on the left side so that the 
protractor is in an upright position in back of the head. Press it upward toward 
the mandible with your right hand and hold it tight. With the left hand, hold 
the end of the ruler and move it back and forth until you have the upper margin 
of the ruler on the Frankfort plane. (Fig. 1.) Now read the Frankfort- 
mandibular plane angle on the protractor. You may also read on the ruler the 
measurement from the tragion to the point where the Frankfort plane inter- 
cepts the mandibular plane somewhere in the back of the head. 


In conelusion, it is a very simple process and can be used for preliminary 
diagnosis at the patient’s first visit. 


DESCRIPTION OF THE ANGULATOR 


The main part of the angulator is made of a piece of sheet aluminum 1614 
inches long, 2 inches wide, and 4g inch thick. Draw a line lengthwise in the 
center. Facing you, cut along the line from the left to right twelve inches and 
) then down. Remove lower part. Bend up the 4%-inch piece left on that line 
to make a 90° angle with the other part of the metal. This part that is bent 
up is for placing under the lower border of the mandible. One-half inch from 
the left on the center of long piece, make a 14-inch groove 81% inches long to the 
| right. This is the main body of the angulator. 

| The sliding part is made up of a piece of aluminum 2% inches by 1% 
| 


inches, same thickness as above. Round off bottom and top as in drawing. In 
center a strip 144 inch wide is riveted on for fitting into the slot of the main 
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Fig. 3. 


body of the angulator. Place this sliding piece with the riveted part in the 
slot. Rivet two pieces to the sliding part, one above and one below on the 
main body of the angulator. Take a 2- inch protractor and rivet to upper part 
of sliding piece. For the ruler part take a piece of aluminum 7% inch by 5% 
inch wide and %» inch thick. Cut out as in Fig. 2. On the part where the 
ruler is attached cut it to % inch thickness and rivet end of ruler to that part 
so it will come to the center of that part. Make a hole 4g inch in diameter in 
the metal part that holds the ruler at the upper right corner of the ruler. In 
the sliding part, make the same size hole in the center of the lower part of the 
protractor. Use a screw and bolt of the same diameter as the hole. The ruler 
should be 12 to 15 inches long by % inch wide. Assemble it according to draw- 
ing and photograph. (Figs. 2 and 3.) 
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THUMB- AND FINGER-SUCKING BY CHILDREN 


CHARLES A. Sweet,* SAN FRANcIsco, CALIF. 


ANY ill effects can be attributed to thumb- and finger-sucking. This ob- 
jectionable habit : 


1. Causes abnormal development of the maxillae and/or mandible depend- 
ing on the position of the thumb in the child’s mouth. 

2. Leads to mouth breathing which in turn promotes an underdevelopment 
of the nose and upper lip. 

3. Diminishes the important ‘‘gag’’ reflex. 

4. Is certainly responsible for many open-bite deformities which in time 
become ugly and require extensive orthodontic treatment to correct. 

5. Is considered a factor influencing the overgrowth and enlargement of 
tonsils. 

6. Nearly invariably displaces teeth. 

7. Frequently causes callous formation on the thumb. 

8. When the habituate presses hard on the bony structures of his palate 
he frequently causes an excessively high vault or mouth areh and other deformi- 


ties which along with the displacement of teeth may produce speech defects. 
9. Lastly, in adult life it creates difficulties for satisfactory artificial teeth 
replacement when and if the teeth are finally lost. 


Should artificial sucking be looked upon as a habit related to masturbation ? 
We have no information with which to state that children who suck thumbs, 
fingers, or artificial substitutes masturbate in later life more than nonsucking 
children, but there is the supposition that this is a fact. It is true that artificial 
sucking and masturbation are both habitual manipulations of the body which 
are pleasurable and bring about abnormal growth. Since habits such as these 
do not disappear in the large majority of instances without restraint, it is wise 
at a very early period in the child’s life to make these habits impossible by what- 
ever method seems most effective. 

Teeth in young children are readily displaced by pressures of various sorts, 
and they may resume their original normal positions in time when the pressures 
are eliminated at early ages. The habit of thumb-sucking usually becomes estab- 
lished during the first few months of a child’s life when it is the easiest to use 
some restraint such as boxing gloves, elbow splints, individual thumb and finger 
guards, or the closing of the ends of the sleeping garments. 

If the habit is allowed to persist beyond the first year of age, it is likely to 
run a long course even into adult life. If the habit is not controlled after 1 year 
of age, then any finger or thumb on either hand or a combination of fingers may 
be used to satisfy the desire to suck. 


*Associate Professor of Operative Dentistry and Director of Postgraduate Refresher 
Courses (Children’s Dentistry), College of Physicians and Surgeons. 
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Between the ages of 2 and 5 years if the children are restrained from suck- 
ing thumbs or fingers they frequently may develop the habit of tongue- or lip- 
sucking. In case tongue- or lip-sucking occurs, it is then necessary to have a 
dentist construct a restraining or inhibiting sucking device that must be placed 
in the mouth, making impossible these sucking habits. 

Sucking habits are closely associated with sleepy therefore, children suck 
only when falling asleep or during sleep. The pressures that are exerted upon 
the teeth and jaws during this period of falling asleep have an effect upon the 
bony growth and development of the jaws for a period of twenty-four hours 
after the discontinuation of the suckling. Pressure always stimulates bone cells 
to tear down and build bony tissues, and it is the principle of all regulating ap- 
plianeces used to correct deformities of the face and jaws. 

Any pressure which results from the adjustment of regulating appliances, 
leaning or sucking habits is not like turning a faucet, which can be controlled, 
on and off, but is more like the effect of a small wave started in a large body of 
water which takes many hours before it reaches the opposite shore, grows in size 
and intensity as it continues and is counteracted only by wasting itself upon the 
sands or meeting other resistances. 

Parents should be instructed as to the harmfulness of all habits and their 
relationship to dental deformities, their effects upon normal growth of the facial 
features, and the possibilities of their relationship to habitual masturbation. 

The application of mechanical restraints, bitter-tasting substances, ad- 
hesives, or any other means devised should be encouraged. Devices such as these 
should be considered kind, as they will help to make possible normal growth and 
development so that the child as he matures will be able to take his rightful 
place in society without disfigurement, and which, of course, also results in an 
economic savings to the parent. 

Early restraining of children, as well as other legitimate denials as they 
grow older that are not in their best interest, will help to build character. Toler- 
ance, cooperation, learning to live with the rest of the family and society, and, 
in general, being a good citizen are not inherited qualities, but are developed 
from the environment in which a child lives. Therefore, censoring, nagging, 
and shaming should be avoided, but restraints and commands that are enforced 
encourage healthy character development that helps to influence people and win 
friends all through one’s life. 

Thumb- and finger-sucking may be practiced during the waking hours be- 
cause of fatigue, or to attract attention, and to annoy parents. A child should 
have adequate rest and ample play outlets, and his parents should correct un- 
desirable attitudes. 

Parents’ indifference to acts and habits that oceur early in a child’s life 
should not be countenanced because parents so frequently hear that the child 
will eventually grow out of these habits. 
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.A BIOLOGIC APPROACH TO ORTHODONTICS 


NorMAN Gray, H.D.D., R.C.S., L.D.S., EastpourNr, ENGLAND 


N REVIEWING the field of orthodonties from many angles during the event- 

ful period between World War I and World War II, one is struck with the 
staggering contrasts with which this generation is faced. Never in living mem- 
ory has brute foree held such sway; never before have destruction and desolation 
on such a vast seale been contemplated, never such breakup of home life, never 
such movement of the child population. Liberty in vast areas has been de- 
stroyed, justice travestied. Our world is very sick and very weary. 

On the other hand, there is the startling contrast of a great and growing 
body of idealists who look upon this sickness as a magnificent opportunity for 
reconstruction on an unimagined seale, not only in Britain’s fair and pleasant 
land, but also beyond to the wider horizons of recently occupied Europe. The 
world is beginning to talk seriously about the New United States of Europe. 
Winston Churchill in Britain and leading politicians in other countries look 
favorably upon such a scheme. Holland, Belgium, France, Spain, Portugal, 
Italy, Britain, ete., would be involved not only in the breaking down of financial 
and customs barriers, but also in a common plan for transport, fuel, labor, and, 
last but not least, medical and dental health services. 

In Britain, as you know, we are faced with a State Medical and Dental 
Service this July. Our government has realized at last that scientific knowledge 
and investigation in every sphere of the physical welfare of our national life are 
just as important in peace as in war. As the medical correspondent of The 
Times’ pointed out recently (Oct. 27, 1944), ‘‘The medical care of the child in 
sickness and health is now entering upon a new and most important phase closely 
concerned with the welfare of the nation as a whole.’’ 

In a presidential address read before the British Society for the Study 
of Orthodontics, 1945, I ventured to suggest that our field of orthodonties, 
which specializes in child welfare, will shortly be called upon to play a 
more active part in the national life. I have chosen the subject for my paper 
because I believe that as orthodontists we are building on a sure founda- 
tion if we approach our task with the biologic factor rather than the me- 
chanical point of view uppermost in our minds, and I see from the summary of 
a paper by your President, Dr. Duyzings, in 1947 that he agrees with me in this. 

The knowledge necessary to treat orthodontic cases successfully is derived 
largely from subjects that make up the science of biology, although our treat- 
ment must still be largely mechanical. All surgery is a mechanical process, 
knives, needles, scissors, saws, and drills, but no one would regard a mere me- 
chanical knowledge as sufficient qualification to allow the surgeon to remove 
one’s appendix. 


Read at the meeting of the Dutch Orthodontic Society, Utrecht, Jan. 17, 1948. 
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As far back as 1925 the report issued by the Education Committee of The 
British Society for the Study of Orthodontics suggested the biologic approach 
when they defined orthodonties as ‘‘the study of the growth and development of 
the jaws and face particularly, and the body generally, as influencing the posi- 
tions of the teeth. The study of the action and reaction of internal and external 
influences on this development, and finally the prevention and correction of 
perverted and arrested development.’” 

The report goes on to state that ‘‘the aims of orthodontic practice are to 
obviate the evils or irregularities of the teeth which are frequently so gross as to 
constitute an obvious defect of feature, often accompanied by perverted respira- 
tory function, impaired biting power, increased liability to pyorrhea and dental 
caries.’’ 

The complex problems in this field are essentially biologie in their nature, 
although at present our method of treatment is mechanical. Biology is the gen- 
eral science of living organisms, plants and animals alike. It deals with that 
peculiar activity we call life. The Encyclopaedia Britannica*® describes it as a 
general science because it includes the special sciences of botany, zoology, bac- 
teriology, anatomy and physiology. It deals with: 


1. Analysis of structures both macroscopic and microscopic. 

2. Analysis of functional activity, or how the organism works. 

3. Embryology, which inquires into development and investigates the fac- 
tors that are operative in growth. 


wie “aalasr asks: ‘‘How have these organisms come to be as they are, both 
as regards themselves and as regards their interrelations?’’ 

‘*A knowledge of microscopic and macroscopic anatomy of teeth, periodontal 
membrane, alveolar bone and surrounding muscles, is.of little value to the prac- 
tising orthodontist unless he appreciates the relationship of these parts to one 
another, for the various tissues do not act alone, but are integral parts of that 


organization which is life, but when broken down leads to disease, disharmony, 
death.’’ 


Dr. A. LeRoy Johnson,* upon whose postgraduate teaching at the University 
of Pennsylvania I largely base these remarks, stated long ago that the foundation 
of the biologie point of view is that ‘‘the form of structure is the result of an 
inter-action of function and structure, and that in the ultimate function is the 
determining factor in form development.’’ In other words, normal function is 
the prerequisite to well-shaped dental arches. 


In an earlier paper I stated®: ‘‘In orthodontic problems we are dealing 
with the results of perverted developmental processes. Development is the result 
of the mutual action of function, environment and heredity. It is this that im- 
poses all the qualifications in diagnosis and prognosis. The first two we ean in- 
fluence, the last we cannot. The form of structure is never entirely determined 
by one force alone. More and more biologists produce evidence to support the 
belief that the factors of development are inherent in the cell as much as ex- 
ternal environment. 
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‘‘The intrinsic vital forces within the germ cell fix the possibilities of 
development, and set boundaries which cannot be passed. We inherit the possi- 
bility to grow to a certain size, but whether the inherent possibilities we possess 
are realized depends largely upon the environment in which we live.’’ To make 
a diagnosis of the basic cause of malocclusion we cannot avoid the conclusion that 
it is the result of no single factor; intrinsically it is the interplay of many long- 
standing forces. 

The more we can recognize the presence of inherited characteristics or the 
lack of growth principles, just so much shall we be saved from treating cases 
that are beyond all mechanical influence. Many cases respond to present methods 
of treatment, some do not. I venture to suggest that a very frequent cause of 
faulty prognosis is our circumscribed point of view. 

Dr. Oren A. Oliver, sectional editor of the AMERICAN JOURNAL OF ORTHO- 
DONTICS, writes®: ‘‘ All of us here will realize that mechanical therapy is not the 
sole factor when considering orthodontic problems . . . we all know and under- 
stand biologie principles, but do we know and understand the biologie effects of 
the particular appliance we use.’’ He goes on to quote a letter from Dr. Milo 
Hellman, an unquestioned authority on biologie research : 

‘*‘T have been clinging to a technique which is reducible to the simplest ex- 
pedients. It may vary from an outfit comprising a labial arch, ligatures and 
other auxiliaries to no mechanism at all outside of an orangewood stick. I have 
never tried to produce rapid tooth movement, but I am always aiming at short- 
ening the periods of orthodontie procedure.”’ 

Dr. Oliver, in the same paper, quotes extensively from an article by the late 
Dr. Albin Oppenheim, who says’: ‘‘In the use of strong forces the ‘périodontal 
membrane becomes crushed and its nourishment facilities cut down. .°. . The 
stronger the force used, the greater probability for a quick and forceful relapse. 
. . . My histologic evidence would seem to prove the points: (1) That the ap- 
plication of light forces is correct. (2) Our work should be performed so as to 
give nature ample time to form compensatory osteophytes. (3) Only light forces 
are able to produce an abundancy of the primary osteoclasts, which alone can 
be considered our real helpers.’’ 

In studying the efficient function of dental arches, our first consideration 
must be the relationship of the crowns of the teeth, so that the study of occlusion 
of the teeth is a logical introduction. Occlusion can be grouped into three head- 
ings: (1) hypothetical, (2) typical, and (3) normal. 


Hypothetical Occlusion.—It is necessary to begin by assuming certain things 
to be true. We assume the existence of some manner of physical relation of the 
teeth best adapted to the food habits of the species, and furthermore we assume 
that there is a principle of harmonious development and structural design in the 
supporting tissues of the teeth. 

Having such a hypothesis we must face the question of normal occlusion, 
the first step being to determine the typical occlusion of the human beings living 
in our Western world today. The term ‘‘type’’ refers to an abstraction, deter- 
mined by the extent and direction of individual variations. It is the average, 
or mean, of a group of individuals. When these limits are determined it should 
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not be difficult to decide whether the large majority of the cases we treat in prac- 
tice conform to type or not. In other words, typical occlusion is the standard 
adhered to by the greatest number of individuals free from disease, weakness, 
or deformity. 

The investigations of Hellman have merited a great deal of attention be- 
cause his object was to determine the type in occlusien as a rational basis of 
diagnosis. To make this decision Hellman recorded the occlusal relations of one 
hundred of the most perfect dentures he could find in the American museums. 
The specimens presented a difference in length of incisor overbite, ranging from 
edge to edge, to a deep overlapping of surfaces. If this is true, then the typical 
overbite he examined is anywhere between these extremes. This is an interesting 
observation in view of the countless attempts made in orthodontic practice to 
correct overbites that easily come within this range. Hellman® says in conelu- 
sion: ‘‘The normal occlusion of the teeth conceived by the orthodontist to pre- 
sent 100% perfection is a myth. It has no biologie justification and no scientific 
foundation. The type of occlusion in man is shown to be represented by a mas- 
ticatory apparatus of approximately 90% perfect and a standard deviation of 
approximately 6%.’’ 

When we have endeavored to realize the occlusion that is typical of chil- 
dren, the next step is to determine the normal structural standard. In literature 
there is a good deal of confusion as to the meaning of the term ‘‘normal.’’ It is 
used in a great variety of ways, such as ‘‘a goal to be sought after but never 
found.’’ Just recently I read in a review on ‘‘Length of Life’’ that gerontolo- 
gists, such as Korenchevsky (Brit. M. J., July 5, 1945), consider that seventy 
years is abnormal as an old-age limit. The reviewer went on to say that in this 
respect ‘a definition of ‘‘normal’’ would be useful! Apparently there is at 
present no more information on normal old age and the normal] span of life than 
there is on Dr. Angle’s term ‘‘normal ocelusion.’’ 

Dr. A. LeRoy Johnson® says: ‘‘It is the belief of many in the Dental pro- 
fession today that teeth moved into ‘normal occlusion’ will stay there. At this 
time I shall net question the grounds for such belief; the thing that interests us 
at this point is that in the face of the claim that normal occlusion is the place 
where teeth will stay, we are not told what normal occlusion is from the stand- 
point of medical science.’’ 

The purpose of orthodontics is not to make the dentures of all conform to a 
mathematical standard ; its purpose is to assist nature in the development of the 
jaws and associated parts, and so to harmonize the teeth and supporting parts 
that the whole masticatory apparatus will best achieve full functional activity. 
It does not necessarily mean perfection in the surface relations of the teeth. 

Orthodonties is concerned with occlusion as a biologie expression of fune- 
tional processes. In medicine the standard to which ‘‘normal’’ refers is a stand- 
ard of functional phenomena; a normal stomach is one that performs its part 
efficiently. In eases of functional inefficiency of the stomach, a knowledge of the 
typical size, form, and position is taken into consideration, but the comparison 
of dimensions and form of the stomach of one individual with those of other 
individuals is not the criterion of normality. Johnson’s® definition of normal 
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occlusion of the teeth is: ‘‘The condition of tooth relationship that is most 
effective in maintaining and establishing in its most stable form the organization 
of the living being.’’ 

In our search we are led on to the ‘‘Law of Variation’’ as a primary basis 
for study of normal occlusion. Although two individuals may resemble each 
other, yet invariably upon closer examination they will be found to differ. 
Human teeth in size, form, number, and relations are not always in perfect har- 
mony with the structural design of the face as a whole. One frequently sees 
large teeth with a very small face, or, vice versa, very small teeth with a rela- 
tively large face. The teeth and their occlusion, the bones and investing tissue, 
and the temporomandibular joint may be an instance of harmonious develop- 
ment, but certain irregularities of the teeth may not constitute an abnormality, 
in the sense of being the result of perverted physiologie processes. It may be 
just a normal variation which is a universal characteristic of all living things. 


This variation may be quantitative as in the size or number of teeth, or _ 


qualitative as in difference of color of the teeth, or correlative, by which is meant 
the tendency of organs and functions to appear in related groups. Correlative 
variation may be due to causes operating throughout a group of structures, such 
as the epiblastie group, so that variations of the enamel organ which is epiblastie, 
and the dentine, bone, and muscle which are mesoblastic, may result in a dis- 
harmony between the tooth forms and the bone and muscle structure of the face. 

A. LeRoy Johnson’? states: ‘‘In view of this law of variation there can be 
little hope of permanently eliminating a defect so long as the parts correlated 
with it are impaired or perverted in function. In the light of this prineiple, a 
permanent improvement of a malocclusion is probable only in so far as corrective 
treatment is general, as well as specific. A very general statement is that cer- 
tain cases of mal-oceclusion cannot be effectively corrected until nutritional proc- 
esses, muscular and nervous functions, and even mental attitudes have been 
modified. . . . The interdependent relations of all parts is scientific justification 
of this statement.”’ 

When dental abnormalities of occlusion have been corrected by means of 
appliances, every effort should be made to ensure normal function of the sur- 
rounding parts. And this, in general, is a matter of : 


Careful nutrition. 
Correction of faulty habits. 

Muscle exercises to improve the nerve and muscle tone of the face and lips. 
Breathing exercises for nose and sinuses, palate bone, and dental arches. 
General exercises for posture of head and chest. 


The teeth are supported on all sides by tissues whose mature development 
depends entirely upon normal function. The growth of these tissues is influ- 
enced by different sets of factors harmonized by the activities of the whole part. 
When one or more of these activities fails, a disharmony begins to develop. 

In the treatment of malocclusion, our task is to determine whether the dis- 
harmony can be corrected by building up the tissues, or whether teeth must be 
sacrificed for the good of the whole. 
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The biologic approach to treatment sees malocclusion as a lack of develop- 
ment. The knowledge required in treatment is a knowledge of growth phe- 
nomena, development, and function. The biologie point of view recognizes the 
degenerate tendencies of the human jaw, and so realizes in some cases that ex- 
traction of teeth is necessary. 

Unquestionably the greatest service we can render is still by means of me- 
chanical treatment; doubtless it will always be so, but I think principles of 
biology will sooner or later cause us to alter the type of many appliances in 
‘general use. 

When the appliance is used it should be slow and deliberate in action, one’s 
aim being to interfere with function as little as possible. When a position of 
mechanical advantage has been obtained for some time, it is advisable to intro- 
duce rest periods without appliances at all. And then, as Dr. Mershon says: 
‘* Although re-application is often necessary, the final result is more stable, and 
frequent retention is unnecessary.’’ 

I trust my remarks have been understood by all, and that they will lead us 
to wider horizons in our fascinating work. 


REFERENCES 


. Medical Care of Children, The Times, Oct. 27, 1944. 

. British Society for the Study of Orthodontics, Definition, Education Commission Report, 
Trans., 1925. 

3. Encyclopaedia Britannica. 

. Johnson, A. LeRoy: Field of Orthodontics, Dental Cosmos, 1923. _ 

. Gray, Norman: Some Elementary Principles of Biology Applied to Orthodontic Practice, 
Trans., B. 8. 8. O., 1928. 

. Oliver, Oren A.: The Rationale of the Labio-Lingual Appliances in Present-Day Ortho- 
dontic Treatment, AM. J. ORTHODONTICS AND ORAL Sure. $1: 382, 1945. 

. Oppenheim, A.: A Possibility of Physiologie Orthodontic Movement, Am. J. OrTHO 
DONTICS AND ORAL SurG. 30: 277-328; 345-368, 1944. 

. Hellman, Milo: Dental Cosmos, June, 1921. 

. Johnson, A. LeRoy: Normal Occlusion, Dental Cosmos, vol. 65, 1923. 

. Johnson, A. LeRoy: Variation and Heredity, Dental Cosmos, 1923. 


16 CoLLece Roap. 


| 

i 
| 

| ] 

a 


Editorial 


A Christmas Greeting 
From the President of the American Association of Orthodontists 


Once again we come to that blessed Christmas time which reminds us that 
our hearts should be filled with love and kindness for our fellow men; that 
there should be happiness and singing and a great joy in living. This is a 


time when we give and receive true and friendly greetings; a time when we 
enjoy the singing of Christmas carols with our children; a time when we think 
of the Christ child and his teachings of Peace and Hope and Cheer. It is a 
time when we are reminded that we should love our neighbors as ourselves. 


These are the real blessings of Christmas. 


Our world is still in a turmoil. There are national controversies and dis- 
agreements. There are fear and hunger and bitterness and there are starving, 


homeless children, and all this because of greed and selfishness and a struggle 


for power. These are the times when a Christmas message is needed. It is 


needed by those who are in trouble, but it is also needed by you and by me. It 


is needed to instill in us the necessity of our ever-constant striving for Peace 


and Love and Good Will among men. 


Christmas is a time for us to make new resolutions and to dedicate ourselves 
to be the peacemakers of our world. It is our little worlds that make up the 
great world of many nations. It is our example in our democratic, peace-loving, 
free America that will have universal influence on those bewildered peoples who 


are struggling for light and peace and happiness. 


We in the orthodontie profession have been most fortunate. We are a most 
congenial and wholesome group who can work happily together. We have not 
suffered as many have. At this Christmas time let us count our many blessings 
and be forever thankful. Let us be thankful that our dealings are largely with 
children whose worlds are carefree and happy and whose outlook is bright and 
cheerful. We would do well to let their spirit infiltrate into our lives to such 
an extent that at last, when our time has been completed, we might be in that 


position where it may be said, ‘‘ Well done, good and faithful servant.”’ 


To all the members of the American Association of Orthodontists and to . 
all other brother orthodontists throughout the world and to their families, I 
extend my sincere Christmas greetings and my ardent desire that each one of 


you may share in God’s greatest gifts—Love, Joy, Peace, and Happiness 


throughout your lives. 
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And now on behalf of all of the orthodontists in this section of the country, 
I cordially invite and urge you to attend the next meeting of the American 
Association of Orthodontists, which will be held at the Commodore Hotel, New 
York City, on May 2 through May 6, 1949. You will find a great spirit of hos- 
pitality from this group which is making every effort to have your visit com- 
fortable, pleasant, and profitable. o 
A Merry Christmas and a Happy New Year to you all. 


Lowrie J. Porter. 
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Reports 


REPORT OF THE LIBRARIAN 


American Association 


An inventory of the bound volumes of the transactions of the 
of Orthodontists shows that the following copies are stored in the library of the Northwestern 
University Dental School: 


NUMBER OF 
VOLUMES 


NUMBER OF 
VOLUMES 


YEAR 


YEAR 


1905 1 1928 3 
1907 13 1929 9 
1908 1 1930 20 
1909 1 1931 13 
1910 1 1932 21 
1911 1 1933 24 
1913 1 1935 20 
1914 1 1936 35 
1916 2 1937 2 
1919 5 1937 2 
1920 110 1938 2 
1922 1 1939 2 
1924 10 1940 2 
1925 10 1941 2 
1926 1(Int. Ortho. Congress) 1943 2 

1944 2 
1927 8 1946 2 


At the present time these volumes are stored in cartons in the library stock room, Many 
of them contain much of value and interest and should be made available to the profession. 


It has been suggested by Dr. Ernst that a real library might be built up in conjune- 
tion with the library of the American Dental Association in Chicago. The librarian of the 
American Dental Association has been contacted concerning such a plan, and assures us 
that he is willing and anxious to cooperate. He suggests that the rare volumes be kept in 
locked cases and that those of which we have more than one copy be placed on shelves for the 
use of the profession, This is only a suggested plan. They are willing to handle the vol- 
umes as we suggest. 


This plan would assure a safe place for the rare volumes, which are increasing in value 
each year, and would make available to the profession those volumes of which we have dupli- 


cate copies. 


Respectfully submitted, 
RicHarp A, Smiru, Librarian. 


Read at the Forty-fourth Annual Meeting of the American Association of Orthodontists, 
Columbus, Ohio, April 26-29, 1948. 
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REPORT OF THE AMERICAN BOARD OF ORTHODONTICS 


As you all 


The American Board of Orthodontics has just completed its 1948 session. 
know, the Board was incorporated in 1929, held its first annual meeting in 1930, and has 
functioned continuously ever since. It may also be pointed out that the American Board of 
Orthodontics was the first certifying board to be established in dentistry and was the third 
board to be established in medicine or dentistry. 

This year twenty-two applicants have been certified, making a total of 270 diplomates. 
You will be interested to know that during this session, 87 applications were processed by 
your Board, and it is thus evident that the importance of certification is being perceived in 
our membership. The increased load has made the work of the Poard somewhat more ardou- 
ous, but your directors feel that the importance of the work overshadows all other factors. 

As has been mentioned in previous annual reports, one of the difficulties with which the 
Board is confronted is that of establishing the ethical standing of applicants. It is not the 
Board’s function to pass upon this qualification of each applicant, for that responsibility be- 
longs solely to the component section of the American Association of Orthodontists to which 
he has been admitted. The Board stresses once more the necessity for scrupulous screening 
of all who seek membership in our American Association of Orthodontists, 

During the past year, members of your Board have met with the members of the 
Council on Dental Education and the Committee on Certification of Specialists of the Ameri- 
“an Dental Association. As many of you know, there are now five certifying boards in 
dentistry and discussions have been held relative to a unification of the requirements of 
candidates for application for certification in any of the Boards. One of the most impor- 
tant of these under scrutiny is the educational requirement. Your Board has recently taken 
the position that its requirements for certification shall remain unchanged until educational 
facilities in our dental colleges have been developed. As you all know, the minimum re- 
quirement of five years of exclusive practice of our specialty still remains one of the funda- 
mental requisites for application. 

Within the past few weeks, orthodontics suffered a loss in the death of Dr. Frederic 
T. Murlless, Jr., of Hartford, Connecticut. Dr. Murlless had served on the Board for seven 
years and was its president last year. It can truthfully be said that Dr. Murlless lent a dig- 
nity to the Board which is difficult to surpass. His judgment, loyalty to orthodontics, and in- 
flexibility in the maintenance of highest ideals have left an indelible mark upon those of us 
who were fortunate enough to have been his close friends. His passing will be deeply regreted. 

The Albert H. Ketcham Memorial Award Committee, which consists of president, vice- 
president, and president-elect of the American Association of Orthodontists, and two directors 
of the American Board of Orthodontics, selected Dr. Clinton Chappel Howard of Atlanta to 
be the recipient of the Award for 1948. 

It is my pleasure to announce that Dr. Bernard G. deVries has been elected president of 
the Board, and I wish to take this opportunity to express the appreciation of the Board 
members for the efficient manner in which he has served as secretary for many years at a 
great personal sacrifice of time and energy. Dr. Joseph D. Eby of New York was re-elected 
vice-president. Dr. James A. Burrill of Chicago was re-elected treasurer, and Dr. Stephen 
C. Hopkins of Washington was elected secretary. 

Each year it becomes the duty of the Board to welcome to this body a new director to 
take the place of the one who is retiring, and it now is my pleasure to recommend and place 
in nomination for a new director to serve for a term of seven years the name of Dr. Raymond 
L. Webster of Providence, Rhode Island. The Board feels sincerely that he will give much 
toward the activities of the organization. 

As your retiring president of the Board, I would like to express my appreciation for 
the confidence you have placed in me. I also wish to thank the members of the Board who 
have made my duty a pleasurable one. I also deeply and sincerely feel that the Board will 
continue to function in a manner consistently worthy of your confidence. 


OLIVER W. WHITE, President. 


Read at the Forty-fourth Annual Meeting of the American Association of Orthodontists, 
Columbus, Ohio, April 26-29, 1948. 
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Department of Orthodontic Abstracts and Reviews 


Edited by 
Dr. J. A. SALZMANN, New York City 
All communications concerning further information about abstracted material and the accept- 


ance of articles or books for consideration in this department should be addressed to Dr, J. A. 
Salzmann, 654 Madison Avenue, New York City 


Dento-Facial Deformities Associated With Nasal Obstruction: 
ton Taylor, D.D.Se., South African D. J., December, 1947. 


While mouth breathing associated with postnasal disturbance may occur 
with many differing types of malocclusion, two main types may be distinguished, 
differing broadly in etiology and facial characteristics, with differing treatment 
problems and a varying prognosis. 

Broadly, one may classify a mechanical and developmental type. It may be 
here suggested that hereditary factors may be involved in either. 

The mechanical type is characterized by prominent upper incisor teeth, 
narrow dental arches, an underdeveloped mandible with varying degrees of 
‘*bite depth’’ or incisal overlap, depending very largely upon the etiology of the 
condition. Those types associated with mechanical causation, such as thumb 
sucking, tend to have open ‘‘bites,’’ while the straight out mouth breather, by 
virtue of the backward position of the lower jaw, has a deep ‘‘bite,’’ with the 
mandibular incisors commonly biting behind the necks of the upper incisors or 
further lingual on the palatal mucosa. 

These malocelusions are progressive because from most simple beginnings 
they ean develop to an ever-increasing degree of abnormality because of a vicious 
circle of muscular cause and effect acting to accentuate the disharmony. 

Note that the upper lip is functionless and allows the upper incisors to move 
forward. The lower lip rests ecushionlike between the lingual surfaces of the 
upper incisors and the labial surfaces of the lower incisors, thus continuing to 
press the upper incisors forward and hold the lower incisors back. The corners 
of the mouth press in, accentuating the narrowing of the dental arches, and in 
the early stages of the progression the lower incisors, by contact with the sloping 
upper incisors, tend to move the upper incisor further and further forward. The 
tongue is also lower than normal and does not perform its part in helping to 
maintain dental areh width. 

These are the commonly accepted mouth breathing types and agree with 
typical textbook description. 

There is, however, another most distinctive type about which one can find 
nothing in current literature on growth and development. Rosenberger found 
in his study of growth in the respiratory area that ‘‘disturbances of growth are 
divisible into two types. In one a normal grown nose fails to drift forward 
through failure of forward expansion of the cranium. In the other a forwardly 
drifting nasal skeleton itself shows inharmonie growth in its several dimensions.’’ 

In these types we have definite maldevelopment of the bony architecture of 
the nasopharynx, either in whole or in part, and the premaxilla always and the 
maxilla in most eases suffer in this growth lag, with consequent diminished 
dental arches, high plates, narrow nares, deflected nasal septa, and other related 
defects. 

The typical malocclusion that presents is usually marked by extreme irregu- 
larity; dental arch relationship may either be normal, postnormal, or mesial. 
The ‘‘bite,’’ i.e., incisal overlap, is usually shallow or open, although a deep 
incisal overlap may present because of the general lack of growth in the jaws. 
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The most persistently perverse factor operating to continue mouth breath- 
ing, even when the airway is clear, is the functionless ‘‘hypotonic’’ upper lip. 

If you will examine the average breather you will notice that it is not the 
dropping of the lower jaw or the pendulous lower lip that holds the mouth open 
so much as the lack of tone and lack of development of the upper lip preventing 
it from coming down into apposition with the lower lip, which itself should close 
with the upper, meeting it above or gingival to the intisal edge of the upper 
incisor teeth. 

The biologie principle of use and disuse is of the greatest significance in 
regard to the function of breathing. Lamarck’s third law is pertinent to our 
subject: ‘‘The development and efficiency of organs is constantly in proportion 
to the use of these organs.’’ The functionless upper lip and, similarly, the loss 
of function of the nose as a respiratory organ aptly prove the truth of Lamarck’s 
dictum first enunciated in 1815. 

Heredity ean play a big part in determining whether or not abnormal respi- 
ration may be expected to oceur or persist. Environmental factors also operate 
most strongly where there is a hereditary tendency to mouth breathing because 
the child has no proper parental example, and also in many cases the parents 
will endeavor to overcome these factors and do what they ean to bring respira- 
tory habits to normal. 


TREATMENT 


Preventive—Mechanical.—The treatment of these conditions (whether or 
not they have passed through the rhinologist’s hands) ean be subdivided into a 
preventive and a facilitative phase. Preventive treatment embraces the use of 
mechanieal appliances to render it difficult or impossible to breathe through the 
mouth. These, of course, can be used only when the airway is clear, or, at any 
rate, not completely blocked. They comprise essentially devices such as oral 
screens, the use of plasters to seal the mouth, bandages to tie it shut, and the like. 


Preventive—Physical.—Essentially, exercises may be grouped into those that 
stimulate the forward movement of the jaw, i.e., thrusting type of exercise ; the 
clenching exercise to bring the incisal planes of the teeth into function so that 
the huge power of the massetotemporal muscle group may be brought into play 
to lock a distal mandible into a forward position, providing dental arch harmony 
is attained in that position; the lip twisting exercise to develop power and tone 
in the orbicularis oris muscle group; lip stretching exercise to increase the length 
of the upper lip; and breathing exercises. 

I pin my faith on what I term forced breathing, providing, of course, the 
nose can be used. In this I insist that the child perform some reasonable strenu- 
ous exercise compatible with his age, run or skip or hop or ride vigorously until 
he is ‘‘puffed,’’ and do it for another five minutes with the mouth tightly closed. 
The inereased respiratory pressure engendered by such action can be of enor- 
mous benefit if the exercise is done vigorously and conscientiously. 


Facilitative Treatment—Orthodonties provide a means to facilitate the 
closing of the mouth and perhaps that constitutes the orthodontist’s main sphere 
of usefulness in the treatment of these conditions. 

It is of no use at all to expect a child to close his mouth and keep it closed 
if the physical contours of his denture are such that it is impossible for him so 
to do. Many patients in this category, through disuse atrophy of the muscles 
of their lips, are unable to keep the mouth reposefully closed, but these are, in 
fact, invariably associated conditions. 

The orthodontist’s province is to retract the prominent incisors and/or 
expand both dental arches, and if necessary bring the lower jaw forward as 
speedily as possible so that a degree of normal facial balance may be attained 
and the patient set on the path toward normal] respiratory function. 
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The question may arise in your mind as to the age when orthodontic treat- 
ment may be instituted and the simplest answer to this is to say ‘‘as early as 
its need is noticed.’’ Most useful work can be done around the age of 8 or 9 in 
the mixed dentition, while the deciduous cuspids and molars are still present 
when a relatively short treatment phase, never more than six months, is sufficient 
to facilitate normal breathing, provided of course the patient cooperates in the 
elimination of the habits of malrespiration previously deseribed. Orthodontic 
treatment of established mouth breathers should never be deferred until the 
eruption of the permanent dentition. On orthodontic concepts, a second and 
final phase may be undertaken at the age of 12, when the permanent dentition 
is complete, with the exception of the third molars. Those children, the majority 
who gain materially from their earlier phase of treatment, need no more than a 
little adjustment to bring them to normal occlusion, while those who for mul- 
tifarious reasons either relapse or do not respond adequately, have at least 
learned the need for and the value of cooperation and are better patients in the 
second stage. 

THE PSYCHOLOGY OF HABIT PREVENTION - 


The elimination of perverse muscle habits and the building up of normal 
muscle function constitute without doubt the most serious problem that we are 
collectively called upon to meet, and this I venture to suggest constitutes more 
than anything else a psychological problem. Not mechanies, not surgery, but 
outright applied psychology offers the only means of successful resolution of 
the muscular disharmonies associated with mouth breathing. 

In all these cases of habitual mouth breathers there is undoubtedly a con- 
dition of muscular and mental unawareness of abnormality or aberration, be- 
cause no great or obvious physical inconvenience is experienced as is the case in 
muscle impairment associated with paralysis of the limbs from whatever cause, 
or in the graver types of poliomyelitis where the respiratory muscles are unable 
to function. However, the need for muscle education or re-education is just as 
real in the mouth breather as it is in these more inconvenient physical disabilities 
where the nature of the disability is a constant and ever-present reminder of 
grave physical infirmity to the sufferer. 

In the nasopharynx (denture) a vicious circle is all too commonly set up, 
but a definite and positive mental stimulus will create the tone and habit fixation 
necessary for permanent establishment of normal breathing habits provided, 
if in fact these habits are capable of establishment. Here I consider it necessary 
to refer to breathing as a habit, for it ean be normal or abnormal. 

I have asked scores and scores of children if their ‘‘physician’’ has told 
them anything about breathing or given them exercises, and they invariably say, 
‘*No.’’ It is my contention here that if it is said, as I am sure it must be said, 
it is certainly said with insufficient emphasis and with no persistence. 


PROGNOSIS 
Prognosis of treatment depends largely on three factors: 


1. The mechanics of respiration. 
2. Denture balance. 
3. Habit elimination. 


Denture balance is, of course, intimately related to the mechanies of respira- 
tion. In point of fact, they ean searcely be separated, but as our conception of 
the denture may vary, I have separated these two subject headings. Habit elimi- 
nation is to my mind the dominant factor, for without it there ean be no normal 
mechanics and without it there can be no balance in the denture. 
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News and Notes 


Prize Essay Contest, American Association of Orthodontists 


Eligibility—Any member of the American Association of Orthodontists; any person 
affiliated with a recognized institution in the field of dentistry as a teacher, researcher, under- 
graduate or graduate student shall be eligible to enter the competition. 


Character of Essay.—Each essay submitted must represent an original investigation and 
contain some new significant material of value to the art or science of orthodontics. 


Prize.—A cash prize of $500 is offered for the essay judged to be the winner. The com- 
mittee, however, reserves the right to omit the award if in its judgment none of the entries is 
considered to be worthy. Honorable mention will be awarded to those authors taking sec- 
ond and third places. The first three papers will become the property of the American As- 
sociation of Orthodontists and will be published. All other essays will be returned. 


Specifications.—All essays must be typewritten on 84% by 11 inch white paper, double 
spaced with 1 inch margins, and composed in good English. Three copies of each paper, 
complete with illustrations, bibliography, tables, charts, ete., must be submitted. The name 
and address of the author must not appear in the essay. For purposes of identification, the 
author’s name together with a brief biographical sketch which sets forth his or her dental 
and/or orthodontic training, present activity, and status (practitioner, teacher, student, re- 
search worker, etc.) should be typed on a separate sheet of paper and enclosed in a sealed 
envelope. The envelope should carry the title of the essay. 


Presentation—The author of the winning essay will be invited to present it at the 
meeting of the American Association of Orthodontists to be held in New York City, New 
York, May 2-6, 1949. 


Final Submission Date.—No essay will be considered for this competition unless received 
in triplicate by the Chairman of the Research Committee on or before March 15, 1949. 


ALLAN G. Broprg, Chairman Research Committee, 
American Association of Orthodontists, 
30 North Michigan Avenue, Chicago 2, Ill. 


American Board of Orthodontics 


The 1949 meeting of the American Board of Orthodontics will be held at the Commodore 
Hotel, New York, N. Y., April 28, 29, 30, and May 1. Orthodontists who may desire to be 
certified by the Board may obtain application blanks from the Secretary, Dr. Stephen C. 
Hopkins, 1726 Eye Street, N.W., Washington 6, D. C. 


Central Section, Pacific Coast Society of Orthodontists 


The next meeting of the Central Section of the Pacific Coast Society of Orthodontists 
will be held Feb. 21, 22, and 23, 1949, at San Francisco. 
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NEWS AND NOTES 


Chicago Association of Orthodontists. Program, 1948-1949 


OFFICERS 


President, F. DEWEL. 
President-Elect, Howarp J. BUCHNER. 

Secretary-Treasurer, BEULAH G, NELSON. 

Board of Censors, lone J, Kraut, ABRAHAM GOLDSTEIN, HARLAND L, NEw. 

Program Committee, Witt1AM B. Downs, A. Murray, WALDO O, URBAN. 


PROGRAM 


October 18—Monday Evening, Bismarck Hotel—Third Floor 
Clinic Night 


— 
. 


Technique of Orienting and Tracing X-rays of the Head. J. Philip Baldridge. 
Functional Analysis of Class II, Division 1 Malocclusion. Vernon R. Boman. 
. Photography. T. M. Graber. 

. Guiding Alveolar Growth and Eruption of the Teeth. Silas J, Kloehn. 

Head Holder for Taking Lateral and Frontal Head X-rays. Raymond C. Thurow. 


November 29—Monday Evening, Bismarck Hotel—Third Floor 
The Considerations of Mandibular Anchorage in Class II Treatment. Howard J. Buchner. 
January 31—Monday Evening, Bismarck Hotel—Third Floor 
Myofunctional Therapy in the Treatment of Maloceclusion, Dr, Alfred P. Rogers, Boston, 
March 28—Monday Evening, Bismarck Hotel—Third Floor 
The Contributions of Cephalometric X-rays to Case Analysis, John R. Thompson. 


April 25—Monday, Bismarck Hotel—Third Floor 
Afternoon meeting 3:00 P.M. 


Measurements in the Appraisal of Orthodontic Patients. 

Evening meeting 
The Anatomical Basis of Malocclusion. Wendell L. Wylie, San Francisco. 
Annual Meeting—Election of Officers. 


Dr. William B. Downs Promoted to Professor of Orthodontics 
at the University of Illinois 


Dr. William B. Downs of Aurora has been promoted to the rank of professor of ortho- 
donties at the University of Illinois College of Dentistry. 

Last spring Dr. Downs was named the winner of a $500 prize award offered by the 
American Association of Orthodontists for the presentation of an outstanding essay entitled 
‘*Relationship of the Component Parts of the Face: Their Significance, Treatment, and Prog- 
nosis.’’ At the present time he is conducting studies on the effects of orthodontic treatment 
and growth upon the relationship of the facial structures. 


Thomas P. Hinman Midwinter Clinic 


The Thomas P, Hinman Midwinter Clinic will be held at the City Auditorium, Atlanta, 
Georgia, on March 20, 21, 22, and 23, 1949, under the auspices of the Fifth District Dental 
Society. 


American Dental Association 


Administrative parity of the Army Dental Corps with the Army Medical Corps is 
demanded in an editorial in the November issue of The Journal of the American Dental 
Association. 

Failure of Army medical and dental officers to heed the demands of the profession for 
improvement, the Journal said, will result in an appeal to Congress ‘‘as the citizens of this 
country have a right to know why efficient dental service is being arbitrarily withheld from 
their sons and daughters who have been called into service.’’ 
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Commenting on revised regulations for the dental service issued by the Army in Sep- 
tember, the Journal said it remains to be seen whether this is a ‘‘real gesture in the right 
direction or another token of appeasement for those who have been critical of the Army 
Dental Corps.’’ 

The editorial said that the Association has little confidence that changes in regulations 
ean be effective if they are unsupported by legislation, adding: ‘‘The prerequisites and 
traditions of any Army group cannot be permitted to block anyonger the desire of a health 
profession to serve its country well—in both peace and war.’’ 

Pointing out that the ‘‘flagrant administrative inequalities of World War I1’’ have 
focused national attention on the unjust conditions under which Army dental officers must 
serve their country, the editorial asserted that present conditions can be condoned no longer 
by the dental profession. Jt continued: 


The almost universal complaint arising from dental officers is a simple one. 
Dental officers charged with the responsibility for maintaining the dental health of 
military personnel are not given the authority to carry out that responsibility. 
Final authority for dental care in the Army rests with those untrained in dentistry 
and unfamiliar with dental problems. This indefensible administrative pattern 
tends strongly to lower the standards of dental service and to decrease the morale 
of the officers of the Dental Corps. 

Two methods have been proposed to bring about a much-needed improvement. 
The first urges ‘‘complete autonomy’’: the complete separation of the Dental Corps 
from the medical service. The second seeks to retain the Dental Corps as an 
integral part of the Medical Department but to give the Dental Corps administra- 
tive parity with the Medical Corps. .. . 

Dentistry is an important part of the general health service and should not 
be separated entirely from medicine. The interrelation of oral health and general 
health is so well known that every effort must be made to bring about closer 
cooperation between the dental and medical professions. This closer relationship 
ean be effected in the Army by administrative parity and without impairing the 
close medical-dental relations that are essential for the welfare of the patient. 

Dentistry does not question the right of medicine to administer and control 
Army medical services. It does question the right of medicine to administer dental 
affairs. Not until administrative parity is granted the Dental Corps will the 
health services of the Army function efficiently, On numerous occasions, repre- 
sentatives of the Association have pointed out this seemingly simple fact to Army 
officials and have requested the proper integration of the dental service with the 
medical service, These requests have been denied. ... The responsibility for the 
denial of parity rests heavily with the members of the Medical Corps and with the 
officers of the Dental Corps. Such an attitude on the part of the medical officers 
is inexplicable since members of the Army Medical Corps protest bitterly that 
certain rights of administration are withheld from them by the general staff. 
Under what logical argument, then, can the Medical Corps withhold from the 
Dental Corps the authority which it needs to administer dental affairs effectively? 


The recent recommendations of Federal Security Administrator Osear R. Ewing that a 
system of federal compulsory health insurance be established in the United States were 
described as ‘‘wishful thinking’’ by The Journal of the American Dental Association in its 
October issue. 

Pointing out that many of Mr. Ewing’s recommendations in his recent report, ‘‘ The 
Nation’s Health,’’ are sound, the Journal asserts: 

‘*It is recommended strongly that health, civic and congressional leaders study Mr. 
Ewing’s report in its entirety, winnow the wheat from the chaff, file the recommendations 
for compulsory health insurance in the wastebasket and use the factual material as an aid 
in building a sane health service program for America.’’ 
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The editorial follows in full: 


‘*Federal Security Administrator, Oscar R. Ewing, on September 2, transmitted to 
President Truman his 186 page report on the state of the nation’s health including recom- 
mendations to raise the national level of health during the next decade. Ostensibly, the 
report was prepared after consultation with more than 800 civic and professional leaders 
who participated in the National Health Assembly last May. Actually, Mr. Ewing employed 
the facts and figures presented by the participants of the Assembly to buttress his champion- 


ship of national compulsory health insurance. 
‘*References to the nation’s dental needs, limited dental personnel and facilities, and 
the necessity for increased research and dentistry for children are brief but essentially 


accurate and appear to have stemmed from the recommendations of the dental section of the 
National Health Assembly. Mr. Ewing points out that the nation’s present supply of 
dentists is not keeping pace with our raising population and recommends that the output 
of dental schools be increased progressively so that by 1960 we will have 95,000 practicing 
dentists distributed, it is hoped, more ideally throughout the country. By putting particular 
emphasis on preventive dentistry for children, the profession can, in the next decade, begin 
to close the gap between current, annual dental needs and the dental man power available 
for the task. 

‘*The report further recommends that medical and nursing personnel and hospital facili- 
ties be similarly increased, and that more time and attention be devoted to preventive medi- 


cine and children’s diseases. 

‘*Few will quarrel with the broad observations and recommendations which Mr, Ewing 
and his aides have incorporated in three-quarters of his report, particularly with the observa- 
tions regarding the need for increased health personnel and the necessity for establishing 
more and better health service in sparsely populated areas. But many will, and rightly should, 
contest that quarter section of the report in which Mr. Ewing and his co-authors minimize the 
effectiveness of voluntary health insurance and recommend a national system of compulsory 
insurance. The arguments used by Mr. Ewing on behalf of compulsory health insurance are 
palpably those that have been expounded for the past ten years by some of his associates in 
the Federal Security Administration. They are compounded of fact, preconscious opinion and 
wishful thinking. It is recommended strongly that health, civie and congressional leaders 
study Mr. Ewing’s report in its entirety, winnow the wheat from the chaff, file the recommen- 
dations for compulsory health insurance in the wastebasket and use the factual material as an 


aid in building a sane health service program for America.’’ 


The high consumption of sugar by American children is the major cause of tooth decay 
which is now occurring six times more rapidly than the dental profession is able to provide 
corrective treatment, The Journal of the American Dental Association reported today. 

In a symposium of eleven separate articles devoted to dental caries (decay), leading 
dental scientists advanced new evidence showing that carbohydrates, particularly sugars, are 


directly responsible for dental caries. 
Principal hope for overcoming the loss of teeth resulting from man’s excessive appetite 


for sugar, the scientists agreed, lies in greater use of fluorides which have resulted in a 40 to 
50 per cent reduction in decay in children and the development of other therapeutic agents 
which will help counteract the harmful effects of sugar in the mouth. 

Dr. Robert G. Kesel, of Chicago, Head of the Department of Applied Materia Medica 
and Therapeutics of the College of Dentistry, University of Illinois, summarized evidence 
collected by more than forty research workers in support of the theory that dental caries is 
initiated by acids resulting from the action of bacteria on refined carbohydrate foods in the 


mouth. 

Dr. Kesel cited reports from Seandinavia, Italy, Japan, and elsewhere which showed a 
decrease in caries activity in direct proportion to the extent of sugar restriction during 
World War II. He reported dental caries has increased since sugar has become more plentiful. 
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At present, Dr. Kesel is engaged in large-scale experiments in the development of an 
ammonium ion dentifrice which holds promise of helping prevent dental caries. 

Dr. Philip Jay, of Ann Arbor, Professor of Dentistry at the University of Michigan, 
reported a marked reduction in dental caries through the restriction of sugar in the diet. Dr. 
Jay said that of a group of persons with rampant dental caries, 83.4 per cent of those who 
adhered for two weeks to a diet low in carbohydrates and free from sugar exhibited a marked 


reduction in dental caries. 
Dr. L. 8. Fosdick, of Chicago, Professor of Chemistry, Dental School, Northwestern 


University, said that mankind’s present consumption of sugar is in excess of the ability of 
the body’s protective mechanisms to prevent dental decay. He added: 
‘*«Perhaps it was never intended that man should ingest the huge quantities of sugar he 


now consumes. ’’ 
Dr. Allen O. Gruebbel, of Chicago, executive secretary of the A.D.A.’s Council on 


Dental Health, pointed out that dental caries is the chief cause of the loss of teeth in persons 


less than 30 years of age. 
Noting that almost the entire population of the nation is subject to dental caries, Dr. 


Gruebbel said: 

‘*The prevalence of caries is even more striking when examined in terms of affected 
tooth surfaces. At the age of 10, the average person has five permanent tooth surfaces 
attacked by caries; at the age of 18, twenty surfaces are affected; and at the age of 30, more 
than forty-five surfaces are involved.’’ 


Notes of Interest 


Dr. A. B. Brusse and Dr. E. 8. Linderholm wish to announce the association of Dr. 
Don V. Benkendorf at 1558 Humboldt, Denver 6, Colorado, practice limited to orthodontics. 

John Mather Jackson, D.D.S., announces the opening of an office at 9 Rittenhouse Place, 
Ardmore, Pennsylvania, for the exclusive practice of orthodontics. 

Dr. Alfred Jaffe announces the opening of his office at 126 Waterman Street, Suite 8, 
Providence 6, Rhode Island, telephone GAspee 4619, practice limited to orthodontics. 

Milton Neger, D.D.S., announces that his practice will be limited to orthodontics at 301 


Clinton Avenue, Newark, New Jersey, telephone BI gelow 8-4200. 
George R. Webber, D.D.S., M.D.Sc., announces the removal of his office on Nov. 15, 


1948, to 1311 Broadway Tower, Enid, Oklahoma, phone 2557, practice limited to ortho- 


dontics, hours 9 to 5 except Thursday. 
Louis Emmons Yerkesm, D.D.S8., is pleased to announce that Kenneth Monroe Roberts, 


D.D.8., is associated with him in the practice of orthodontics at 825 Linden Street, Allen- 
town, Pennsylvania. 
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Questionnaire of the Military Affairs Committee of the 
American Association of Orthodontists . 


middle 


Home address 


Office address 


Birthdate 


Age Birthplace 


Number of yeras in limited practice 


Is practice limited to orthodontics? 


Preliminary college education 


Dental school Degree and date 


Postgraduate training Degree and date 


List internships or residencies 


States in which licensed to practice 


Professional society memberships 


In what branch of military service did you serve? 


Date of discharge 


Date of entry 


Number and relationship of dependents 


1. 5. 
2. 6. 
3. 7. 


4. 


The following questions are to be answered only by members who served in World War LI. 


At termination of service were you discharged ( ) or released to inactive duty? (_ ) 


Have you become affiliated with an organized reserve unit? 


Would you be willing to volunteer for active service with your present rank and classifica- 


tion in an emergency? 


Would you be willing to affiliate with an organized reserve unit if orthodontists are re- 
classified to insure duty limited to facial surgery and rehabilitation of casualty patients? 


Cut out and mail to: 


Dr. W. Ropert MacConkey, Secretary, 
Military Affairs Committee, 

618 Temple Building, 
Rochester 4, New York. 
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Family line study in cephalofacial growth, 
714 

Fifth Annual Seminar for the Study and 
Practice of Dental Medicine, 
701 

Finger-sucking, thumb- and, by children, 1017 

in children, 452 ( Abst.) 
tongue-sucking, and other oral ‘‘habits,’’ 
psychology of, 589 

Fluoride medication and dental caries, 454 
(Abst. ) 

Force, movement, anchorage, and, funda- 
mentals of, 860 

Form ‘‘setups,’’ value of predetermined arch 


dimensions and, as diagnostic 
aid in orthodontic treatment 
planning and _ posttreatment 
maintenance, 510 


Fourth Annual Seminar for the Study and 
Practice of Dental Medicine, 
291 

Frankfort-mandibular plane angle, instru- 
ment for measuring, 1014 


G 


General practitioner, orthodontic education 
for, 533 (B. rev.) 
Great Lakes Society of Orthodontists, 622, 
701, 787, 878 
president ’s address, 379 
Growth analysis, role of, in orthodontic in- 
terpretation, 708 
and development of jaws and teeth, factors 
concerned in, 688 (Abst. ) 
cephalofacial, family line study in, 714 
condylar, and mandibular deformities, 783 
(Abst. ) 
ontogenetic, and basal arches, orthodontic 
therapy as limited by, 297 
Guide plane as aid to labiolingual technique, 
153 
H 


**Habits,’’ other oral, psychology of finger- 
sucking, tongue-sucking, and, 
589 
Hand, roentgenograms of, economical and 
rapid technique for obtaining, 
278 
Head positioner, simplified cephalometric, 362 
Healing, bone, clinical basis for, 873 (Abst.) 
Health and rehabilitation, 449 
oral, role of orthodontics in, 599 
Hellman, Milo, bibliography of, 1910-1945, 95 
contribution to orthodontics, 83 
contributions of, to physical anthropol- 
ogy, 61 
memorial number, 1 
personal recollections of, 51 
Hellman’s Milo, studies on evolution of teeth, 
jaws, and face, 53 
Hinman, Thomas P., Midwinter Clinic, 1033 
History of scientific English, 619 (B. rev.) 
Homo sapiens, primary dentition in, and 
search for primitive features, 
111 ( Abst.) 


I 


Impaction of permanent first molar with re- 
sorption and space loss in re- 
gion of deciduous second molar, 
689 (Abst.) 

In memoriam, Albert B. Johnson, 956 

Charles Henry Juvet, 618 
Howard Denton Keeler, 368 
Paul J. McKenna, 956 
Frederic T. Murlless, Jr., 451 
Hugh G. Tanzey, 284 

Instrument for measuring Frankfort-man- 
dibular plane angle, 1014 

Interception, prevention and, of malocclusion, 
732 


Intraoral photography, 1010 
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Jackson, Andrew F., 295 
Jaws and teeth, factors concerned in growth 
and development of, 688 
( Abst.) 
teeth, and face, Milo Hellman’s studies on 
evolution of, 53 


K 
Ketcham, Albert H., memorial award, 1948, 
remarks on presentation of, by 
Oliver Wilson White, 678 
response by Clinton Chappell 
Howard to presentation of, 680 


L 


Labial and lingual arch wires (extension lin- 
gual and labial arches with in- 
terdental wiring), method of 
alignment and control of an- 
terior teeth for use with, 520 

Labiolingual technique, guide plane as aid to, 

5: 

Lateral cephalometric x-rays in case analysis, 
examples of use of, 829 

Librarian of American Association of Ortho- 
dontists, report of, 1027 

Ligature adjuster for edgewise arch mech- 
anism, 522 


Lingual arch wires, labial (extension 


and 


lingual and labial arches with 


interdental wiring), method of 
alignment and control of an- 
terior teeth for use with, 520 


M 


Malocclusal tendencies, basic principles in di- 
agnosis of, 738 
interception of, 747 
Maloeclusion, Class I, length of mandibular 
basal bone in normal occlusion 
and, compared to Class II, Divi- 
sion 1 malocclusion, 610 
Class II, Division 1, length of mandibular 
basal bone in normal occlusion 
and Class I malocclusion com- 
pared to, 610 
indicated types of—case analysis, 645 
influence of recent research on present eti- 
ological concept of, 192 
manifestation of, 736 
of teeth, treatment of, in light of newer 
knowledge, 320 
prevention and interception of, 732 
treatment of, 549 
Malocelusions, 579 
various, how we treat, and what apparatus 
we use, 444 
Management, details of, conducive to better 
service and patient-clientele re- 
lationship, 345 
Mandibular anchorage, analysis of, differen- 
tial diagnosis and, in treatment 
of Class II, Division 1 (Angle), 
461 
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basal bone, length of, in normal occlusion 
and Class I malocclusion com- 
pared to Class II, Division 1 
malocclusion, 610 
deformities, condylar growth 
( Abst. ) 
Herbe¥t I., 
Massachusetts 
701 
Mastication, physiology of, 793 
Mechanics of appliances, 550 
Mechanism, edgewise arch, ligature adjuster 
for, 522 
Medical dictionary, American illustrated, 286 
(B. rev.) 
Medication, fluoride, and 
( Abst. ) 
Medicine, Dental, Fourth Annual Seminar for 
the Study and Practice of, 291 
Michigan State Department of Health, ortho- 
dontic program of, with new 
classification of occlusion for 
survey purposes, 355 
Military Affairs Committee of American As- 
sociation of Orthodontists, ques- 
tionnaire of, 1037 
Mixed dentitions, patients presenting with, 
901 
Molar, deciduous second, impaction of per- 
manent first molar with resorp- 
tion and space loss in region of, 
689 ( Abst.) 
permanent first, impaction of, with resorp- 
tion and space loss in region of 
deciduous second molar, 689 
(Abst. ) 
Molding and casting: 


and, 783 


elected president of 


Margolis, 
Dental Society, 


dental caries, 454 


for moulage work- 
ers, sculptors, artists, physi- 
cians, dentists, criminologists, 
craftsmen, pattern makers, and 
architectural modelers, 875 (B. 
rev.) 

Moore, George R., to give series of lectures 

in Netherlands, 703 

anchorage, force, 

mentals of, 860 

Movements, orthodontic tooth, tissues and 
changes involved in, 854 


Movement, and, funda- 


N 


Nasal obstruction, dento-facial deformities 
associated with, 1029 (Abst.) 

Nature, evolution of some orthodontic sys- 
tems in, 215 

Necrology committee for 1948, report of, 
684 

Neutroclusion (Class I), 282 

News and notes, 125, 208, 288, 373, 456, 537, 
622, 700, 787, 878, 962, 1032 

Nomenclature committee, list of terms ap- 
proved by, and recommended 
for appraisal and study by 
members of American Associa- 
tion of Orthodontists, 870 
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Nomenclature committee—Cont’d 


of American Association of Ortho- 
dontists, report of, 869 
orthodontic, 178 
Northeastern Society of Orthodontists, 126, 
210, 289, 700, 787, 878, 963 
president ’s address, 705 
resolutions of, 88 
Northern Section, Pacific Coast Society of 
Orthodontists, 788 
Northwestern University graduate ortho- 
dontic seminar, 622 
Notes of interest, 127, 213, 295, 377, 459, 
539, 703, 789, 879, 967, 1036 


O 


Obstruction, nasal, dento-facial deformities 
associated with, 1029 (Abst.) 
Occlusion, equilibration of, in orthodontics, 
791 
new classification of, for survey purposes, 
orthodontic program of Michi- 
gan State Department’ of 
Health with, 355 
normal, and Class I malocclusion, length 
of mandibular basal bone in, 
compared to Class II, Division 
1 malocclusion, 610 
serial study of (birth to ten years of 
age), 969 
Officers of orthodontic societies, 128, 214, 
296, 378, 460, 540, 624, 704, 790, 
880, 968, 1038 
Offices of Dr. Oren A. Oliver and Dr. Wil- 
liam O. Oliver, Nashville, Ten- 
nessee, 291 
Ohio State University, expanded cancer 
teaching program, 210 
new scientific journal published by, 
127 
Oliver, Oren A., 967 
and Oliver William O., offices of, 
Nashville, Tennessee, 291 
presentation to, 703 
Ontogenetic growth and basal arches, ortho- 
dontic therapy as limited by, 
297 
Oral health, role of orthodontics in, 599 
Orthodontia a specialty in esthetics or cor- 
rection? 26 
future of: present-day problem for ortho- 
dontists, 1 
Orthodontic diagnosis and treatment plan- 
ning, endocrines: relation to, 
418 
Directory of the World, 126, 210, 290, 879 
education, 259 
for general practitioner, 533 (B. rev.) 
interpretation, role of growth analysis in, 
708 
nomenclature, 178 
office-locations by states, number of, 161 
photographs, simplified plan for obtain- 
ing, 1006 
practice, art of, 383 
current, observations on certain aspects 
of, 249 


Orthodontic—Cont ’d 


procedure, some conditions not favorable 
to, 28 
procedures, fundamental principles and 
expedient compromises in, 18 
program of Michigan State Department 
of Health with new classifica- 
tion of occlusion for survey 
purposes, 355 
programs, public, for children, suggested 
principles for, 777 
Seminar, Graduate, Northwestern Uni- 
versity, 622 
societies and officers, 965 
of the world and their principal officers, 
129 
systems, some, in nature, evolution of, 215 
therapy as limited by ontogenetic growth 
and basal arches, 297 
tooth movements, tissues and changes in- 
volved in, 854 
treatment planning and posttreatment 
maintenance, value of prede- 
termined arch dimensions and 
form ‘‘setups’’ as diagnostic 
aid in, 510 
Orthodontics and disorders of speech, 579 
a vital phase of dentistry, 264 
biologic approach to, 1019 
equilibration of occlusion in, 791 
graduate work in, University of Illinois, 
789 
in relation to general dentistry, 203 
(Abst. ) 
in retrospect, 773 
Milo Hellman’s contribution to, 83 
popular conceptions of, 141 
preventive, and pedodontics, interrelation 
of, 733 
role of, in oral health, 599 
Orthodontie (orthopédie dento-faciale), 206 
(B. rev.) 
Orthodontist-population ratios, 161 
Orthodontists in United States, 159 
proportion of among all dentists, 161 
Washington University School of Dentistry, 
postgraduate course for, 294, 
702 
Pr 
Pacific Coast Society of Orthodontists, 965 
Palate patients, cleft, rehabilitation of, 235 
Palates, cleft, 583 
high-arched and flat-arched, 582 
Palsy, cerebral (tension athetosis), 586 
Patient, child, as future periodontal problem, 
534 (Abst.) 
-clientele relationship, details of manage- 
ment conducive to better service 
and, 345 
Pedodontics and preventive orthodontics, in- 
terrelation of, 733 
Period, consultative, 631 
Periodontal problem, future, child patient as, 
534 (Abst.) 
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Permanent dentitions, 
with, 907 
Philadelphia Society of Orthodontists, 126 
Photographs, orthodontic, simplified plan for 
obtaining, 1006 
profile, new and easy way of taking, 980 
Photography, everyday clinical, postwar prog- 
ress in, 491 
Physical anthropology, contributions of Milo 
Hellman to, 61 
Physiology, annual review of, 285 (B. rev.) 
Placing attachments on chrome alloy wire 
with powdered solder, 441 
Plane, guide, as aid to labiolingual technique, 
153 
Position, tooth, variations of, metric study of 
variation and adaptation in de- 
ciduous and permanent denti- 
tions, 369 ( Abst.) 
Positioner, head, simplified cephalometric, 362 
Postwar progress in everyday clinical pho- 
tography, 491 
Practice, current orthodontic, observations on 
certain aspects of, 249 
management, 131 
orthodontic, art of, 383 
Practitioner, general, orthodontic education 
for, 533 (B. rev.) 
President’s address, American Association of 
Orthodontists, 625 
Great Lakes Society of Orthodontists, 
379 
Northeastern Society of Orthodontists, 
705 
report of committee on, 683 
Southwestern Society of Orthodontists, 
541 
Prevention and interception of malocclusion, 
732 
dentition in Homo 
search for primitive 
111 (Abst.) 
Prize essay contest, American Association of 
Orthodontists, papers submitted 
in, 781 
Procedure, orthodontic, some conditions not 
favorable to, 28 
orthodontic, fundamental prin- 
ciples and expedient compro- 
mises in, 18 
face in; anthropological x-ray in- 
vestigation on Swedish children 
and conscripts, 691 (B. rev.) 
photographs, new and easy way of taking, 
980 
Prognosis, treatment and, significance of vari- 
ations in facial relationships in, 
812 
Prosthesis, practical full denture, 206 (B. 
rev.) 


patients presenting 


sapiens and 
features, 


Primary 


Procedures, 


Profile, 
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Psychology of finger-sucking, tongue-sucking, 

and other oral ‘‘habits,’’ 589 

Public health problem, dentofacial abnormal- 
ity as, 732 

orthodontic programs for 


children, sug- 


gested principles for, 777 
relations committee, report of, 782 


Q 
**Quack,’’ definition of, 286 ( Abst.) 
Questionnaire of Military Affairs Committee 
of American Association of Or- 
thodontists, 1037 


R 

Radiographic analysis, 665 

Raising, bite, preliminary report on newer 
concepts in management of, 725 

Rehabilitation, health and, 449 

Relationship, patient-clientele, details of man- 
agement conducive to _ better 
service and, 345 

signifi- 

prog- 


Relationships, facial, variations in: 
“ance in treatment and 
nosis, 812 
Remarks on presentation of Albert H. Ketch- 
am memorial award, 1948, by 
Oliver Wilson White, 678 
Report of American Board of Orthodontics, 
1028 
of committee on education to Board of Di- 
rectors, American Association of 
Orthodontists, 524 
on president’s address, 683 
of librarian of American Association of 
Orthodontists, 1027 
of necrology committee for 1948, 684 
of nomenclature committee of American 
Association of Orthodontists, 
869 
of public relations committee, 782 
of research committee of American As- 
sociation of Orthodontists, 780 
of secretary, 868 
Research committee of American Association 
of Orthodontists, report of, 780 
recent, influence of, on present etiological 
concept of malocclusion, 192 
Resolutions of American. Association of 
Orthodontists, 530 
of Eastern Association of Graduates of 
Angle School of Orthodontia, 91 
of Northeastern Society of Orthodontists, 
88 
Clinton Chappell Howard to 
presentation of Albert H. 
Ketcham memorial award, 680 
Retention, 897 
period, length of, 936 
Rocky Mountain Society of Orthodontists, 
788, 879, 963 


Response by 
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Roentgenograms of hand, economical and 
rapid technique for , obtaining, 
or 
278 


Roentgenology, clinical dental, 620 (B. rev.) 


Scientific English, history of, 619 (B. rev.) 

Secretary, report of, 868 

Seminar for the Study and Practice of Dental 
Medicine, Fifth Annual, 965 

Fourth Annual, 291 

Skin markings and measuring points in ob 
taining orthodontic photo 
graphs, 1006 

Sleeve, ‘‘T,’’ tube spring and, 758 

Solder, powdered, placing attachments on 
chrome alloy wire with, 441 

Sorrels, T. W., 538 

Southern Section, Pacific Coast Society of 
Orthodontists, 538, 788, 964 

Society of Orthodontists, 622, 701, 788, 879 

Southwestern Society of Orthodontists, 126, 

210, 289 
president’s address, 541 

Space maintenance, criteria for, 754 

Speech, disorders of, orthodontics and, 579 

Spring, tube, and ‘‘T’’ sleeve, 758 

Study, serial, of occlusion (birth to ten years 
of age), 969 


Technique, economical and rapid, for obtain- 
ing roentgenograms of hand, 
278 
labiolingual, guide plane as aid to, 153 
Teeth, anterior, method of alignment and 
control of, for use with labial 
and lingual arch wires (exten- 
sion lingual and labial arches 
with interdental wiring), 520 
extraction of, during developmental period 
of dentition, 287 ( Abst.) 
jaws, and face, Milo Hellman’s studies on 
evolution of, 53 
and, factors concerned in growth and de- 
velopment of, 688 ( Abst.) 
treatment of malocclusion of, in light of 
newer knowledge, 320 
Terms, list of, approved by nomenclature 
committee and recommended for 
appraisal and study by members 
of American Association of 
Orthodontists, 870 
Therapy, orthodontic, as limited by onto- 
genetic growth and basal arches, 
297 
Thumb- and finger-sucking by children, 1017 
in children, 452 ( Abst. ) 
Thumb-sucking. Any questions? 875 (Abst.) 


Tissues and changes involved in orthodontic 
tooth movements, 854 
Tongue-sucking, finger-sucking, and other oral 
‘*habits,’’ psychology of, 589 
Tooth movements, orthodontic, tissues and 
changes involved in, 854 
position, variations of, metric study of 
variation and adaptation in de- 
ciduous and permanent denti- 
tions, 369 ( Abst.) 
Treatment, active phase of, 550 
aims and limitations, 171 
and prognosis, significance of variations in 
facial relationships in, 812 
of Class II, Division 1 (Angle), 461 
of malocclusion, 549 
of teeth in light of newer knowledge, 
320 
passive phase of, 564 
plan and treated cases, 938 
planning, age factor in, 841 
and posttreatment maintenance, ortho- 
dontic, value of predetermined 
arch dimensions and form ‘‘set- 
ups’’ as diagnostic aid in, 510 
and treated cases, 881 
orthodontic diagnosis and, endocrines: 
relation to, 418 
‘*T’? sleeve, tube spring and, 758 
Tube spring and ‘‘T’’ sleeve, 758 


U 
University of Illinois, graduate work in ortho- 


donties, 789 
Southern California, 211 


Vv 
Variations of tooth position, metric study of 
variation and adaptation in de- 


ciduous and permanent denti- 
tions, 369 ( Abst.) 


WwW 


Washington University School of Dentistry 
postgraduate course for ortho- 
dontists, 294, 702 

What people are: study of normal young 
men, 876 (B. rev.) 

Wire, chrome alloy, placing attachments on, 
with powdered solder, 441 

Wires, labial and lingual arch (extension lin- 
gual and labial arches with in- 
terdental wiring), method of 
alignment and control of an- 
terior teeth for use with, 520 


x 
X-ray investigation, anthropological, on 


Swedish children and conscripts, 
691 (B. rev.) 
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X-rays, lateral cephalometric, in case an- | 
alysis, examples of use of, 829 | 


Year book, 1947, Collier’s, 620 (B. rev.) 
of dentistry, 1947, 876 (B. rev.) 


Z 


Zine oxyphosphate cement, effect of, on | 


enamel, 271 
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A Christmas Greeting From the President 
of the American Association of 


Orthodontists, 1025 
A Dedication, 108 
Autokinesis, 954 
Extraction of Teeth, 201 
Hellman Memoria Meeting, 107 
Milo Hellman, 109 
Socialized Medicine, 367 
The Columbus Meeting of 1948, 527 
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CTititsie Gooslings and sincere wishes for a Prosperous and 


Happy New Year to all our friends in the medical profession. Once again, our thanks 
go to you for your support and encouragement in our work of bringing you the 


literature you want and need. 


Listed below are MOSBY Medical Books—1948 Releases—which are appropriate gifts 
to your associates and friends in the profession. Gift orders will receive prompt atten- 


tion and a gift greeting card will be enclosed with your order. Just tell us “who” 


and “where.” 


* Anderson’s PATHOLOGY (With Collab- 
orators). 1500 pages, 1183 illustrations, 10 
color plates. PRICE, $15.00. 


* Kleiner’s HUMAN BIOCHEMISTRY. 640 
ay 70 illustrations, 5 color plates. PRICE, 
7.00, 


*Shand’s HANDBOOK OF ORTHO- 
PAEDIC SURGERY—Third Edition. 580 
pages, illustrated. PRICE, $6.00. 


*Ilgenfritz”7 PREOPERATIVE AND POST- 
OPERATIVE CARE OF SURGICAL PA- 
TIENTS—Second Edition. 900 pages, 110 
illustrations. PRICE, $10.00. 


* Crossen & Crossen’s OPERATIVE GYNE- 
COLOGY—Sixth Edition. 999 pages, 1334 
illustrations, 30 in color. PRICE, $15.00. 


* Mettler’s NEUROANATOMY—Second 
Edition. 536 pages, 357 illustrations, 33 in 
color. PRICE, $10.00. 


*Goar’s HANDBOOK OF OPHTHAL- 
MOLOGY. 166 pages, 48 illustrations, 7 
color plates. PRICE, $5.50. 


* Traquair’s INTRODUCTION TO CLIN- 

ICAL PERIMETRY—Fifth Edition. 330 

eee 255 illustrations, 3 color plates. PRICE, 
10.00. 


*Muncie’s PSYCHOBIOLOGY AND PSY- 
CHIATRY—Second Edition. 620 pages, 70 
illustrations. PRICE, $9.00. 


3207 Washington Blvd. 
St. Louis 3, Missouri 


December, 1948 


She C.N. MOSBY 


SCIENTIFIC PUBLICATIONS 


*Gradwohl’s CLINICAL LABORATORY 

METHODS AND DIAGNOSIS (With Col- 

laborators)—In Three Volumes. 3264 poges, 

as illustrations, 58 color plates. PRICE 
.00. 


* Vaughan-Black’s PRACTICE OF AL- 
LERGY—Second Edition. 1092 pages, 319 
illustrations. PRICE, $15.00. 


*Williss PATHOLOGY OF TUMORS. 
1050 pages, illustrated. PRICE, $20.00. 


*Johnstone’s OCCUPATIONAL MEDI- 

CINE AND INDUSTRIAL HYGIENE. 

#4 pages, 117 illustrations, 7 in color. PRICE, 
10.00. 


*Watson’s HERNIA—Diagnosis and Treat- 
ment—Third Edition. 732 pages, 323 illus- 
trations. PRICE, $13.50. 


*Sadler’s A DOCTOR TALKS Ng TEEN- 
AGERS. 400 pages. PRICE, $4.00 


*Sadlers ADOLESCENT PROBLEMS. 
450 pages. PRICE, $4.75. 


* Dunbar’s Synopsis of PSYCHOSOMATIC 
DIAGNOSIS & TREATMENT. 501 pages, 
illustrated. PRICE, $6.50. 


* Pottenger’s TUBERCULOSIS. 597 pages, 
105 illustrations. PRICE, $12.00. 


*Zahorsky’s Synopsis of _PEDIATRICS— . 


Fifth Edition. 449 gee 159 illustrations, 9 
color plates. PRICE, $5.50 


720 Post Street 
San Francisco 9, California 
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WILLIAMS Foremost in orthodontic materials 
o* 


_ breaks 
in the 
lingual arch 


quickly 


Repair Tube Soldered 
Over Break qd 


WILLIAMS 


@ Here's a combination of ingenuity and practical technic. No need to 
construct a new arch wire or attempt a bulky soldering job. For those 
bothersome breaks in the lingual arch just in front of the half round post, 
you insert the broken ends of the wire into the slotted repair tube, flow 
in a little solder... the arch is stronger than ever. Williams Repair Tubes 
are precision made, very thin and accurately slotted to slide past the 
post. The slot makes it easy to see and fit perfectly the broken ends be- 
fore soldering. Supplied in four sizes to meet the needs of practically 
every type of lingual arch construction. 

For details write for Williams “Aids to Your Orthodontic Technic,” 
fully illustrated, with convenient ordering chart. 


WILLIAMS. 


BUFFALO 14, N.Y. 


‘Gold Refining 


FORT ERIE N.. ONT HAVANA, 
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AMERICAN JOURNAL OF ORTHODONTICS 


Published by THE C. V. MOSBY COMPANY, 3207 Washington Blvd. 
St. Louis 3, U. S. A. 


Entered at the Post Office at St. Louis, Mo., as Second Class Matter. 


Published Monthly, Subscriptions may begin at any time. 


Official Publication of The American Association of Orthodontists, 
its components societies and The American Board of Orthodontics 


Editor-in-Chief 
H. C. Pollock 
Sectional Editors 
Charles R. Baker, Evanston, IIl. James D. McCoy, Beverly Hills, Calif. 
Feary, York City Oren A. Oliver, Nashville, Tenn. 
Henry F. Hoffman, Denver, Colo. Paul G. Spencer, Boerne, Texas 


Associate Editors 
Dentistry for Children Abstracts and Reviews 
Walter T. McFall, Asheville, N. C. J. A. Salzmann, New York City 


EDITORIAL COMMUNICATIONS 


Original Communications.—Manuscripts for publication and correspondence relating to 
them should be sent to Dr. H. C. Pollock, 8015 Maryland Ave., St. Louis 5, Mo., U. S. A. 


Manuscripts should be typewritten on one side of the paper only, with double spaci 
and liberal margins. References should be placed at the end of the article and shoul 
include, in the order given, name of author, title, journal, volume, pages, and year; e.g., 
Smith, E. J.: Children’s Dentistry, Am. J. Orthodontics, $4: 1-25, 1947. Illustrations accom- 
panying manuscripts should be numbered, provided with suitable legends, and marked on 
margin or back with author’s name. Articles accepted for publication are subject to 
editorial revision. Neither the editors nor the publishers accept responsibility for the views 
and statements of authors as published in their ‘‘Original Communications.” 


Illustrations.—A reasonable number of half-tone illustrations will be reproduced free of 
cost to the author, but special arrangements must be made with the editor for color plates 
elaborate tables, or extra illustrations. Copy for zinc cuts (such as pen drawings and 
charts) should be drawn and lettered only in India ink, or black typewriter ribbon (when 
the typewriter is used), as ordinary blue ink or colors will not reproduce. Only good 
photographic prints or drawings should be supplied for half-tone work. 


Books for Review.—Only such books as are considered of interest and value to sub- 
scribers will be reviewed, “ge | no published acknowledgment of books received will be made. 
These should be sent to Dr. J. A. Salzmann, 654 Madison Ave., New York City. 


Reprints.—Reprints of articles published among ‘Original Communications’’ must be 
ordered specifically, in separate communication to the publishers, The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, Mo., U. S. A., who will send their schedule of prices. 
Individual reprints of an article must be obtained through the author. 


BUSINESS COMMUNICATIONS 


Business Communications.—All communications in regard to advertising. subscriptions, 
change of address, etc., should be addressed to the publishers, The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 


Subscription Rates.—Single copies, $1.00. In the United States and other countries of 
et S. Postal Zone $10.00 per year in advance. In Canada and other foreign countries 

Remittances.—Remittances for subscriptions should be made by check, draft, post-office 
or express money crder, payable to the publishers, The C. V. Mosby Company. 


Change of Address.—The publishers should be advised of change of subscriber’s address 
about fifteen days before the date of issue, with both new and old addresses given. 


Advertisements.—Only articles of known scientific value will be given space. Forms 
close first of month preceding date of issue. Advertising rates and page sizes on application. 


Foreign Depots.—Great Britain—Henry Kimpton, 26 Bloomsbury Way, London, W. C. 1; 
Australia—Stirling & Co., 317 Collins Street, Modern Chambers, Melbourne. 


Nonreceipt of Copies.—Complaints for nonreceipt of copies or requests for extra num- 
bers must be received on or before the fifteenth of the month following publication; other- 
wise the supply may be exhausted. 
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PRECIOUS METAL 


NO. 61 METALBA—Platinum Color 
A high-grade, exceptionally strong, tough, springy wire. 
No. 61 Metalba is the highest grade orthodontic wire of 
our manufacture. It is high fusing, and maintains its high 
physical properties after soldering operations. 

$3.60 per dwt. 


GOLD PLATINUM-Gold Color 


Gold Platinum Wire has been proving its merits for all types of 
arches and springs for more than a quarter century. It’s easy 
working, strong, tough, springy, and doesn’t “tire” or lose its 
elasticity while othodontic treatments are in progress. 


NO. 12 CLASP wer 


A high grade wire with physical properties that rival closely those of 
the highest priced orthodontic wires. It’s almost as strong as the 
strongest, moreover, it is very tough and elastic, and an exceptional 
arch wire. $2.65 per dwt. 


S. S. WHITE METALBA BRAND BAND MATERIAL 
A high-fusing, non-tarnishing all precious metal, medium hard band 
material, costing little more than base metal products. It’s easy working, 
tough, and has good strength—sufficient for all orthodontic purposes. 
Metalba Band Material requires no particular heat treatment. It is 
high fusing and gold solder of any fineness may be used with it. 

$2.00 per dwt. 


ALL MADE IN POPULAR GAGES AND WIDTHS 


Prices subject lo change without notice 
THE 5S. 5. WHITE DENTAL MF6. CO., 211 S. 12th STREET, PHILADELPHIA 5, PA. 
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